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NJECTED intramuscularly, Progestin, 

Abbott, duplicates the effect of the corpus luteum 
hormone. It is employed in the treatment of 
hormone imbalance in women in whom the cor- 
pus luteum hormone is produced in insufficient 
amounts, or in those cases where its depressant 
effect on uterine tone and motility is desired. 
Progestin has been reported to be of value in 
the treatment of habitual abortion due to 
inadequate function of the corpus luteum. 


Certain types of functional dysmenorrhea are 


likewise reported to be influenced favorably. 

Progestin, Abbott, contains partially purified 
materials derived from the oxidation of choles- 
terol which exert the effect of corpus luteum. 
The progestational activity is determined by 
biological assay. Progestin, Abbott, in sesame 
oil, is supplied in l-cc. ampoules containing 1, 
2 or 5 International units, in boxes of 2 and 25. 
Literature describing Progestin and its clinical 
application is available on request. ABBOTT 


LABORATORIES, North Chicago, Illinois. 
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Aretaeus 


[- MAKES no difference how good a certain seed 

may be, it will not grow unless it falls upon fer- 
tile soil. After Hippocrates sowed his immortal 
teachings, there seems to have been no suitable 
intellectual soil in Greece for five or six centuries, 
until Aretzus, the Cappadocian, came to his ma- 
turity. In his mind the seed struck root and bore 
a good harvest. 


It seems as astonishing as it is deplorable that 
so little is known regarding one of the greatest of 
the early European disciples of the Father of Sci- 
entific Medicine. Even the date of his birth cannot 
be placed within a hundred years, and the pictures 
of him are based upon tradition and imagination. 
It is known that he was a native of Cappadocia and 
lived and worked in the second or third century 
A.D. Because neither mentioned the other, some 
believe that he was contemporary with Galen. It 
is fairly certain that he spent some time in Egypt, 
and it seems probable that he also lived in Italy. 
Of the seven books in which he embodied the re- 
sults of his clinical studies, only fragments remain 
—but such fragments! 


It is the concensus that Aretzus came nearer 
than any other Greek to the spirit and method of 
Hippocrates, and no one exceeded him in the 
straightforward and vivid portrayal of disease. In 
addition to being a close and open-minded observer 
of what transpired before him, he was a literary 
stylist, the perfection of whose Ionic Greek is still 


greatly admired by scholars, and whose works may 
be read (in translation) with keen enjoyment, even 
today. 


Aretzus seems to have been a victim of few of 
the superstitions and weird ideas which were com- 
mon in his time; although he did half believe that 
the uterus was an independent animal, living in a 

a : 4 
woman’s pelvis, and described the organ on that 


basis, as well as declaring that in diabetes the flesh 
melts down into urine. 


His descriptions of consumption, pneumonia, 
pleurisy with empyema, diabetes, tetanus, migraine, 
jaundice, leukorrhea, angina, elephantiasis, diph- 
theria, and the aura in epilepsy are as clear and 
characteristic today as ever they were, although 
he knew nothing of bacteriology or blood-sugar 
tests. He also gave the first clear account of the 
difference between cerebral and spinal paralysis 
and of the basic varieties of insanity. So far as we 
know, he was the first of the ancient writers to aus- 
cultate the heart and to recognize that murmurs 
are a regular feature of advanced heart disease. 


That he was a keen observer of human psycho- 
logic reactions is proved by his statement, “If you 
give a medicine at the height of the dyspnea or 
when death is at hand, you may be blamed for the 
patient’s death, by the vulgar’; and the depth of 
his sympathy was shown when he said, “When he 
can render no further aid, the physician can still 
mourn, as a man, with his incurable patient.” 
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Neuberger, Garrison, and Robinson agree that 
he was the outstanding physician of his time and 
one of the few medical men of the ancient period 
whose works can still be read with enjoyment, as 
well as with profit; and Robinson declares that 
there was none who could repeat the Hippocratic 
Oath with more sincerity and propriety. For all 
of these reasons, his name should be preserved and 
his memory kept green by the medical men of all 
times. 

A 


True eloquence consists in 


should be 
said, and that only. 


saying all that 
La RocHEFOUCAULD 


? 
PROGRESS IN THE SCIENCE 
AND ART OF MEDICINE—1940 


N ALL probability, the most practically and im- 
mediately important work of the year has been that 
with the sulfonamides, including the commercial 
introduction of sulfathiazole. These matters are, 
however, so fully covered in Dr. Casey’s paper, in 
this issue, that no recapitulation is needed here. 
This work still continues, in the hope of discovering 
other compounds that will be as useful against 
other organisms as the presently known ones are 
against cocci. 


New Developments 


In the field of vitamins and hormones, several 
new pieces of work have been brought to a success- 
ful conclusion: Synthetic preparations of vitamin K 
(Thyloquinone) and vitamin B, (Pyridoxine), and 
a natural vitamin K concentrate, have been devel- 
oped by Squibb; Merck has also developed a vita- 
min B, and another member of the vitamin B com- 
plex, pantothenic acid (making the fifth member 
of this important group now available in pure form, 
the others being thiamine, riboflavin, nicotinic acid, 
and pyridoxine ) ; Hoffman-LaRoche has synthesized 
a vitamin E (Ephynal Acetate), much more pow- 
erful than the natural product; Roche-Organon 
announces a highly potent heparin preparation 
(Liquemin) ; and Drs. Shedlovsky and Rothen, of 
the Rockefeller Institute, and Drs. Greep, Van 
Dyke, and Chow, of the Squibb Institute, have 
isolated the lutenizing hormone of the anterior 
pituitary in a pure form. 


An attenuated, but still active, virus of yellow 
fever has been prepared for use in immunizing 
against this disease. 

An electron microscope, which magnifies up to 
30,000 diameters, is now available commercially. 

The Vollmer patch test for tuberculosis is now 


accepted as a reliable, simple, and harmless case- 
finding procedure. 


Still open to question are the announcement, by 
Drs. Stokes and Rake, of a vaccine against measles, 
and that by Dr. Elmer Roberts of a method for 
determining sex in animals by douching the female, 
before mating, with an acid solution (to produce 


females), or an alkaline solution 
males). 


(to produce 


Therapeutics 


It may well be that this present war has given 
rise to two therapeutic advances which will prove 
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as important as some of those that were developed 
during the World War: The closed treatment of 
wounds, and the use of blood plasma, in liquid 
or dry form, to replace whole blood in emergency 
transfusions. 


Among the newer therapeutic ideas, a few, 
among the many, which seem to be of special prac- 
tical interest are: 


Vitamin E (Ephynal Acetate) is reported as giv- 
ing good results in several degenerative nerve dis- 
eases (such as amyotrophic lateral sclerosis) and 
muscular dystrophies. 


Heparin is being used to inhibit blood clotting 
in transfusions, and as a prophylactic against post- 
operative thrombosis, pulmonary embolism, and 
phlebitis. 


Vitamin K appears to be effective in the preven- 
tion of hemorrhage in obstructive jaundice and 
liver insufficiency, and also to prevent and treat 
hemorrhage in the newborn, by giving it to the ex- 
pectant mother or to the child immediately after 
birth. 


A concentrated liver extract for oral use (Squibb), 
to spare the pernicious anemia patient the distress 
of frequent injections, seems to be effective in de- 
cidedly moderate doses. 


Another Squibb product is a soluble salt of sulf- 
apyridine (the sodium monohydrate), for intra- 
venous injection, in emergencies only, in severe 
pneumococcus infections. Incidentally, there are 
those who now say that sulphapyridine, when ex- 
pertly administered by mouth, is as effective as 
specific serums in the treatment of ordinary cases 
of pneumonia. 


A bismuth preparation (Sobismol) is now avail- 
able for the oral treatment of syphilis. 

Histaminase (Torantil) is giving good results in 
the treatment of many cases of allergy. 


The vitamin B complex (complete) is reported 
as giving considerable relief in a number of cases 
of vague abdominal unrest or discomfort, resem- 


bling, perhaps, what is known as pseudo-peptic 
ulcer. 


A preparation of Bulgarian belladonna (Bella- 
bulgara—Lederle), is reported to be particularly 
effective in cases of parkinsonism. 


Shark-liver oil contains a remarkably high per- 
centage of Vitamin A, with very little vitamin D, 
which may be an advantage in certain cases. 


The development of an apparatus for the thera- 
peutic use of liquid oxygen may make the employ- 
ment of this life-saving gas considerably simpler 
and cheaper than it now is. 


Physical Therapy 


The employment of electric convulsion therapy is 
now being recommended as a safer substitute for 
shock treatment with Insulin or Metrazol in cer- 
tain types of psychoses. 


New radium control instruments may enlarge the 
field for the safe application of that element. 


Interest is growing in the practice of non-opera- 
tive surgical procedures, by injections and manipu- 
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lations, as exemplified by Dr. Winters’ article in 
this issue. 


The forward march of birth control is ably dis- 
cussed by Dr. Morris, on another page. 


A 


The man who lives above his present circumstances is in 
danger of living, in a short time, much beneath them. 


—ADDISON 


A 
What Station Please? 


A new year starts every day, but most of us 
have become so accustomed to regulating our ac- 
tivities by the calendar that we think of January 
first as the only New Year’s Day. 


We ought, from time to 
time, to take a personal in- 
ventory, and the beginning of 
the calendar year makes a 
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ahead of us and make a start for it before the jour- 
ney is nearly over. 

This is as good a time as any other to ask our- 
selves, very earnestly and without foolishness, 
“What station?” Tomorrow, also, will be a good 
day to do it, and there will be another next week. 
But the longer we wait, the further we may be go- 
ing in the wrong direction and the harder it will 
be to retrace our steps. 


People have made a joke of ‘New Year’s reso- 
lutions’; but the business men who are getting 
ahead in the world find the annual inventory no 
joke. 


Think it over; get a ticket for somewhere in 


particular; and then keep going until you get there. 
In that way one should find a lot of fun in living. 


A 


The chains of habit are too 
weak to be felt until they are too 
strong to be broken. 


good peg to hang our mem- 
ory upon. 

Where are we going? If 
we can’t answer that ques- 
tion, promptly and positive- 
ly, it benefits us not a par- 
ticle to be scrambling busily 
from morning to night, be- 
cause we can never reach a 
destination for which we 
have not definitely started; 
and all we will have gained 
from a lifetime of purposeless 
activity is the exercise. 


It is profitless to be rolling 
over the rails or the concrete 
if we have no ticket for any 
particular station. 


It is enormously helpful to 
spend some time in serious 
thought as to what—defi- 
nitely and concretely — we 
expect to do with our lives. 
Do we want to save a mil- 
lion dollars? or to save hun- 
dreds of lives? or to gain a 





NEXT MONTH 


Dr. James M. Tarsy, of Brook- 
lyn, N. Y., will discuss the 
physiologic mechanism of hy- 
pertension and its treatment 
with a combination of synergis- 
tic drugs. 


Dr. A. H. Maloney, of Wash- 
ington, D. C., will present evi- 
dence of the value of picrotoxin 
in treating acute barbiturate 
poisoning, and describe the tech- 
nic of its use. 


Dr. G. Carlyle Cooke, of Win- 
ston-Salem, N. C., will suggest 


the importance of body chemis- 
try in surgery. 


COMING SOON 


“Benzedrine Sulfate in Obes- 
ity,” by T. H. Maday, M.D., Chi- 
cago, Ill. 


“The Use and Abuse of Spinal 
Anesthesia,” by Paul E. Craig, 
M.D., Coffeyville, Kans. 





A 


The Seminar 


For many years, The Semi- 
nar has been, so far as we 
can find out, a popular fea- 
ture of this periodical—that 
is, our readers seem to enjoy 
looking it over, but are not 
equally interested in contrib- 
uting to it, either problems 
or discussions. 

These problems do not 
come to us out of the air, 
and the labor expended in 
selecting them and working 
them up is more than it is 
worth if our readers do not 
care enough about it even to 
send in discussions of the 
problems we do publish. 


So, for the coming year, 
we plan to publish only prob- 
lems sent to us, fully worked 
up, with their solutions (on 
a separate sheet), by you 


national reputation in some line? or to make the 
community a better place because we live in it? 
or to make everyone we meet happier and more 
cheerful? or what? 


If we have picked out a station, we should be 
earnestly endeavoring to find the shortest, quickest, 
cleanest route by which to reach it, and keeping 
some sort of notes of our journey from day to day 
and from month to month. If you never look out 
of the window of the car you can never be sure how 
fast the train is going, or even whether it is moving 
at all. 


Then again, if we realize that we have a choice 
among several destinations, we may be able to pick 
out a more desirable one than that immediately 


who are getting the benefit of them. If we receive 
12 good problems within the next 6 weeks, there will 
be one every month; if not, we will spread out those 
we do receive by omitting this feature, as conditions 
require. 

If you like The Seminar, send in a good, practi- 
cal problem, or a discussion of the one in this issue, 
or both, promptly. If you have a problem now, 
send it at once. If not, send a discussion at once, 
anyway, and do it regularly, every month or two, 
and send a problem as soon as you can get one 
ready. We should have at least 5 discussions on 
every problem, and the more the better. 


If you miss this feature in any issue, it will be 
your fault, not ours. 


eading 
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PRACTICAL 


Highlights in Medicine in 1939 and 1940 


By 


Joun F. Casey, M.D., Boston, Mass. 
Physician in Chief, St. Elizabeth’s Hospital 


Many "progress" articles 
are merely a long list of refer- 
ences to the literature, with 
brief comments, but in this one 
@ prominent and thoughtful in- 
ternist has given us the value of 
his trained judgment in select- 
ing matters of the greatest and 
most permanent importance. 


Doctor Casey 


THE prime purpose of this article is to call 
attention to the new accomplishments in medi- 
cine in 1939 and 1940 that have arrived at a 
point where they can be applied by the practi- 
tioner to the care of his patient. The man in gen- 
eral practice has little time to devote to scien- 
tific articles and to study points that are still 
controversial. It is my aim to present the mate- 
rial that my own experience has shown me to be of 
value in my private practice and hospital service. 
This experience has been gained from my own 
clinical investigation and from a rather thorough 
study of the literature. 

Since 1935, when Domagk published his ep- 
ochal work showing the curative effect of an 
azo dye of the sulfonamide group on streptococcus 
infection in mice, the chemist, the research worker, 
and the clinical investigator have united in a 
strenuous effort to find chemicals in this group 
that would cure infections caused by other organ- 
isms. The last two years have seen great progress 
in the treatment of disease by chemotherapy. 
The controlled studies on sulfapyridine pro- 
gressed so rapidly that, in March, 1939, it was 
made available to the physician; and in 1940, 
it was followed by sulfathiazole. These two drugs 
are the greatest contributions to medicine that 
have been made in many years. It is important 
that every physician know their most effective 
doses, and also what toxic effects may occur, when 
he is administering them. 


Sulfapyridine in Pneumonia 


Early in 1939, it became evident to clinicians, 
working with sulfapyridine in pneumonia, that 
this drug produced a rapid fall in temperature in 
most cases, saved many lives, and lessened the 
days of illness. Today, enough treated cases’ 
have been gathered together to make us sure 
that sulfapyridine is at least as effective as serum, 
and it is probable that it may cut the mortality 
even lower than has serum therapy. 


Dosage 


Sulfapyridine (see Fig. 1) is furnished in 0.5 
Gm. (7.5-grain) tablets. The most satisfactory 
adult dose is 2 grams every four hours for three 
or four doses, given night and day, and then 1 
gram every four hours. The patient’s temperature 
is usually normal or near normal in from 16 to 
24 hours, and he is usually nauseated or vomiting 
The drug is continued for from 24 to 48 hours 
after the temperature is normal. 


If vomiting prevents continuing the drug by 
mouth, we crush the tablets in 4 ounces of hot 
water, and give it by rectum, using double the 
dose, as rectal absorption is not entirely reliable. 
However, I have found that, after the drug has 
been started by mouth, it is usually possible to 
keep the concentration up fairly satisfactory by 
rectal administration. I have had two cases 
where I was unable to give any of the drug by 
mouth, and still obtained blood concentrations 
of 3.8 and 3.85 mg. percent, respectively, by rectal 
use only. Both patients recovered. Be sure there 
is no fecal impaction before you attempt rectal 
administration. 

The common toxic sign is nausea and vomiting. 
Cyanosis is rare and not important. Mental de- 
pression and even a toxic psychosis may occur. 
Drug rashes and drug fever are seen occasionally. 
These all clear up on stopping the drug and forc- 
ing fluids. The pneumonia patient taking sulf- 
apyridine may feel very ill, depressed, and weak; 
but, properly treated, he is usually over the pneu- 
monia by the time these symptoms occur. 

The serious toxic effects are agranulocytosis, 
acute hemolytic anemia, and renal complications. 
However, these are rare and usually occur when 
the drug is long continued. One should have com- 
plete blood counts made. However, if one sees a 
case of pneumonia and it is difficult to get counts 
made, it is easy enough for any one to make a 
blood smear and take it to the hospital for stain- 
ing. If there are plenty of polymorphonuclear 
leukocytes, one need not fear agranulocytosis. 

Hemolytic anemia is quickly recognized if one 
looks at the patient carefully, every day. These 
people become pale very quickly. The treatment 
is usually easy: Stop the drug! Occasionally a 
transfusion is necessary. 

Gross blood and crystals in the urine, and even 
calculus formation, have been noted. This is not 
common, but the nurse or attendant should be told 
to put each specimen of urine in a glass, and if 
gross blood or sediment is noted, send the speci- 
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Fig. 1:—Graphic formula of Sulfapyridine. 


men to the laboratory. As a rule, stopping the 
drug and forcing fluids by mouth will be all that 
is necessary. 

If the patient is vomiting, intravenous injections 
of fluids may be required. If you should have the 
ill luck to see one of the cases that develop anuria,’ 
and forcing fluids does not start the flow of urine, 
call a urologist. When he passes a cystoscope 
and inserts urethral catheters, he may find block- 
ing of the ureters with crystals. Irrigating with 
hot water will usually correct this condition. 

Blood concentration tests have been of value 
in studying sulfapyridine. A concentration of from 
4 to 6 mg. per 100 cc. of blood is desirable. How- 
ever, in practice, blood concentration determina- 
tions are not essential. Many of the patients who 
recover promptly have shown low concentrations; 
and occasionally one sees patients who are not 
recovering promptly, and yet show high blood 
levels of the drug. 

In very ill patients, the sodium salt of sulfapy- 
ridine may be used intravenously. This is of par- 
ticular advantage when one sees an extremely sick 
patient who is vomiting. It is supplied in bottles 
containing 5 grams of the powder. With its use, 
one promptly obtains a high blood concentration, 
and may be able to continue the drug by mouth. 
This solution is alkaline, so use care not to spill 
a drop outside of the vein. 


Sulfathiazole 

More time is needed to decide whether or not 
this drug is of greater value in pneumonia than 
sulfapyridine. The advantage of sulfathiazole is 
that, as a rule, there is less nausea and vomiting 
than with sulfapyridine; also it has less tendency 
to depress the blood-forming organs. I have not 
seen hemolytic anemia nor agranulocytosis in ad- 
ministering sulfathiazole to more than 100 patients 
with various infections. Fatal agranulocytosis has 
been reported in a case of sub-acute bacterial en- 
docarditis, but here the drug was given for three 
weeks. 


Crystals and blood in the urine have been more 
common in sulfathiazole-treated cases. One must 
watch every urine specimen for gross blood and 
crystals. If they occur stop the drug and give 
plenty of water. To force fluids in starting a pa- 
tient on sulfathiazole, however, defeats the pur- 
pose, for it keeps down the concentration of the 
drug in the blood. 

Drug rashes and drug fever are not uncommon 
with the use of sulfathiazole; and a dermatosis 
with dark-red nodules, appearing especially on the 
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hands and face, is occasionally seen and, at times, 
is accompanied by swollen and painful joints. The 
face nodules may be accompanied by eye irrita- 
tion, even episcleritis, appearing almost like sub- 
conjunctival hemorrhage. These are not serious 
conditions. Stop the drug and force fluids, and 
they clear up quickly. 

The dose of sulfathiazole is larger than that of 
sulfapyridine, as the former drug is apparently ab- 
sorbed and excreted more rapidly. It is, therefore, 
even more important to give sulfathiazole every 
four hours, night and day. This drug is supplied in 
0.5 gram tablets, and 3 grams, repeated in four 
hours, is the usual initial dose; then cut the dose 
to one gram every four hours. In serious infections, 
one or two 2-gram doses may be given, following the 
initial 3-gram doses. 

The keynote to successful treatment with sulf- 
apyridine and sulfathiazole seems to be, prompt 
treatment with adequate doses. One of the drugs 
should be administered immediately to a patient 
whose history shows the sudden onset of fever with 
a chill or chilly sensation, increased respiration, 
and cough, with or without pain in the side, 
even if no physical signs are evident or no x-ray 
study is quickly available. If you can get sputum, 
have it typed, for there is still a possibility that 
a small group, not responding to drug therapy, 
may respond to the drug, plus serum. Get a 
blood culture, if it can be made quickly, but do 
not wait. Give the medication! 


Sulfapyridine and Sulfathiazole in Conditions 
Other Than Pneumonia 


It has been my experience that sulfathiazole is 
more effective than sulfapyridine in treating dis- 
eases due to organisms other than the pneumococ- 
cus. In staphylococcus infections of all types—car- 
buncles, boils, peritonsillar abscess, cellulitis, chron- 
ic urethritis, kidney infections, and middle ear in- 
fections—it produces remarkable effects. It is 
probably the most effective urinary antiseptic 
known, for in a remarkably short time it produces 
a clear urine in infections due to the colon bacil- 
lus, gonococcus, Streptococcus fecalis, and other 
urinary infections. Wherever there is retained pus 
or inadequate drainage of a body cavity, drainage 
must be established, or the condition recurs. 

Osteomyelitis, both acute and chronic, responds 
remarkably to sulfathiazole. I have used it in 
a case of severe streptococcus infection of the leg, 
of three weeks’ duration, where sulfanilamide and 
sulfapyridine had produced hemolytic anemia; 
and the sulfathiazole effected a prompt cure. As 
yet we do not know the limits of these drugs in 
various infections. 

Sulfathiazole is not excreted in the spinal fluid 
in a concentration approaching the blood concen- 
tration, but sulfapyridine produces a concentration 
near that of the blood. It therefore appears that 
sulfapyridine is the drug of choice in meningitis. 
Dr. A. W. McGarry, in charge of the Pediatric 
Service in our hospital, has cured two cases of 
influenza meningitis with sulfapyridine. In menin- 
gococcus, staphylococcus, and influenza meningi- 
tis, the drugs alone appear to be the best treat- 
ment. 


Peritonitis, following operation, responds re- 
markably well to these drugs; and the question of 
prophylactic use arises in many surgical condi- 
tions. In treatment, quick and adequate dosage 
should be our aim. 
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Avitaminosis K 


The past two years have brought our knowledge 
of vitamin K, and its relation to prothrombin de- 
ficiency and hemorrhage, to a point where it is of 
value to the practitioner. 


This discovery is life-saving to the patient with 
obstructive jaundice who requires surgery. Prep- 
aration of the patient for operation requires vita- 
min K plus bile salts. If bile is shut off from the 
intestinal tract, unless bile salts are given with 
vitamin K, the prothrombin level will not increase. 

The synthetic compound, 2-methyl-1, 4 naph- 
thoquinone, has been proved to be as effective as 
the natural vitamin. 


Waddell & Lawson’ report their work on the use 
of vitamin K in hemorrhagic diathesis of the new- 
born, and draw the conclusion that it is unlikely 
that prothrombin deficiency and associated hem- 
orrhagic conditions in the newborn will occur if 
vitamin K is given to the mother, and is also given 
to the newborn child in the first few days of life. 


Transfusion of Blood Plasma 


In the past two years, the apparatus for trans- 
fusion of citrated blood has been simplified. With 
a laboratory available for typing the blood of the 
patient and donor, and making a quick Hinton 
test, it is remarkable how little fuss there is made 
over transfusions, compared with the complicated 
technic of a few years ago. 


The severe hemorrhage most often met with by 
the medical man is the hemorrhage from a gastric 
or duodenal ulcer. For years, I have been afraid 
to transfuse an ulcer patient, for fear of starting 
up a hemorrhage; but I now feel that such a fear 
has no basis in fact, and that the patient with 
severe, bleeding ulcer should have the benefit of 
early transfusion. 


The man in general practice, however, will run 
into various conditions causing severe loss of 
blood. In the emergency, one may not have a 
laboratory available for typing the blood of the 
patient and donor. In such cases, use plasma, 
because it is not type-specific, can be given easily 
and quickly in the home, and may prove life- 
saving. We will have more data on this from Eng- 
land, where the American Red Cross is sending 
plasma in large amounts for use under the sever- 
est conditions. Plasma is commercially available in 
this country, in a sterile container ready for use. 
It is expensive, but it will save lives. 


Advances in Diagnosis and Treatment 
of Kidney Disease 


Berkman and Priestly,‘ of the Mayo Clinic, re- 
port 4 cases where patients with uninfected hydro- 
nephrosis complained of obscure abdominal pain, 
confined to the upper abdomen and brought on by 
walking or standing. It was not present on getting 
out of bed in the morning. Attacks occurred more 
frequently at the end of the day’s work, and were 
severe in the evening. Pain was usually not re- 
ferred to the lumbar region. A urologic investiga- 
tion was necessary to confirm the diagnosis. 

This condition is particularly fresh in my mind, 
for on the day that this is written I sent a patient 
into the hospital for operation to relieve a ptosis 
of the right kidney with intermittent hydronephro- 
sis, who presented these obscure symptoms. My 
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patient also had pain in the lumbar region. These 
pains had recurred over a period of months, and 
as x-ray studies showed an “unstable back,” an 
orthopedic surgeon was considering a spinal fu- 
sion. A surgeon had removed her gallbladder more 
than a year previously, without relief of symptoms. 


Hypertension With Disease of One Kidney 


Barney and Suby’* report the removal of a non- 
functioning kidney from a ten-year-old girl who 
had a persistent high blood pressure, varying from 
185/130 to 200/170 mm. The pressure dropped 
to 110/70, and has remained at a little over 100 
systolic, for the 21 months since the operation. 


This is just a sample of a number of such cases 
reported in the literature. When we see a case of 
hypertension, especially in a young person with a 
previous history of pyelitis, we owe it to our pa- 
tients to have a urologist perform a cystoscopy and 
investigate both kidneys. 


Thiocyanates in Hypertension 


Both sodium and potassium thiocyanate have 
recently been advocated in the treatment of hyper- 
tension. The optimal blood concentration of the 
drug recommended is between 7 and 12 mg. per 
100 cc, 


A few years ago I worked with sodium sulfocy- 
anate on a few patients with hypertension. At 
that time, we did not test blood concentrations. 
In my experience, the blood pressure always fell 
in a satisfactory manner, but the patients felt 
weak; and while they had previously been ambu- 
latory, after a few days on the medication they 
became bed patients. I discarded the drug after a 
brief experience. Its recent use, with blood con- 
centration determinations, enables one to admin- 
ister it in a better-controlled manner, yet it hardly 
seems a form of treatment to recommend to the 
general practitioner. It may prove to be danger- 


ous, and Garvin® has reported deaths due to its 
use. 


Experimental work with kidney extracts in 
hypertension has made progress in the past two 
years. As yet no material is generally available 
for clinical investigation. This work has been car- 
ried on by Dr. Arthur Grollman, of Johns Hop- 
kins; Drs. Tinsley R. Harrison and John R. Wil- 
liams, Jr., of Vanderbilt; and Dr. Irvine H. Page, 
of the Indianapolis City Hospital. I call attention 
to it because it holds promise for the future. 
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Medical Progress in Birth Control 


By 


Woopsripce E. Morris, M.D., New York City 


HE general practitioner of medicine is increas- 
ingly concerned with prevention rather than 
with cure. Under medical leadership, with the ma- 
terial aid of increased state and federal appropria- 
tions during the past few years, maternal and infant 
mortality and morbidity have been more success- 
fully attacked than ever before in our history, as is 
shown in the vital statistics of practically every state 
of the Union. 


Contraception, as a means of basic importance 
for further reducing these rates, has been too large- 
ly overlooked. Yet it is a means of first resort in 
the management of the dubious maternity risk. 


In the past two years, progress of fundamental 
significance has been found in the increasingly fa- 
vorable attitude toward birth control on the part of 
physicians.*.* Individual physicians, to be sure, 
have for many years actively advocated in princi- 
ple, and promoted in fact, the thesis that the pro- 
fession assume responsibility for serving the public 
in contraceptive matters, just as it does in other 
technics of preventive medicine.*”.® And it can not 
be questioned, that many physicians have prescribed 
contraceptives, in accordance with current knowl- 
edge of them, since ancient Egyptian times.’ 


But, in the United States at least, physicians in 
general have had a regrettable tendency, which 
now seems notably diminishing, to disregard* the 
public-health need for contraception, as though this 
were not a medical responsibility. This may be 
traced to the socalled Comstock Act® of 1873, which 
linked contraception with obscenity and vice. 
Under it, the importation of contraceptive mate- 
rials and literature, and the use of the mails or 
common carriers to transport them, were consid- 
ered barred even to physicians. Physicians were 
not specifically exempted from this until 1936, 
when the Federal Circuit Court of Appeals for the 
Second Circuit declared” that the design of the 
statute is “not to prevent the importation, sale, or 
carriage by mail of things which might intelligently 
be employed by conscientious and competent phy- 
sicians for the purpose of saving life or promoting 
the well-being of their patients.” The U. S. Attor- 
ney General’s office accepted this decision as law. 
It was not taken to the United States Supreme 
Court for review. It is, in consequence, definitive. 
News of this, as might be expected, has taken sev- 
eral years to reach the medical profession fully. 


The House of Delegates of the American Medical 
Association promptly (1937) adopted the resolu- 
tions reported to it by the Committee to Study 
Contraceptive and Related Problems", emphasizing 
the legal rights of physicians, favoring investigation 
and instruction in contraception, and advocating 
medical responsibility for the issuance of contracep- 
tive instruction and advice to the public. 


Contraception and Public Health 
In this same year, North Carolina pioneered” as 
the first state undertaking to provide contraceptive 
service, under medical direction, to indigent moth- 
ers through its public health program. South Caro- 
lina followed” in 1938. Other state health depart- 
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ments are currently undertaking or considering 
similar programs. Sufficient time has not yet 
elapsed for valuable statistical evaluation of this 
work, but acceleration of the decline in maternal 
and infant mortality rates has been unofficially 


noted, with no apparent significant effect upon the 
trend of birth rates. 


This development is in accord with public de- 
mand. The American Institute of Public Opinion, 
in January 1940, released™ the results of a survey 
indicating that 77 percent of the American public 
favors “having government health clinics furnish 
birth control information to married people who 
want it.” Jenkins’ sees in this the threat of an in- 
crease in “state medicine,” and counsels his col- 
leagues to supply this demand. 


They are increasingly doing so. Under medical 
direction, licensed physicians in over 500 clinics 
are® now serving the public. Several thousand are 
on record as accepting cases referred to their offices 
for contraceptive advice, regardless of the ability 
of the patient to pay. Physicians whose undergrad- 
uate or postgraduate instruction did not include 
the technics of contraception are visiting these cen- 
ters to learn them. Medical schools are increasing 
the amount and quality of the teaching. Students 
are eager for it. In my opinion, lack of such teach- 
ing in past years is responsible for the lack of more 
generalized medical knowledge, skill, and leadership 
in this field today. It is possible that some years 
may be required fully to correct this, but the ob- 
stacle here seems no greater than that which con- 
fronted medical acceptance, fifty years ago, of the 
germ theory of disease. 


Technics 

With increased medical interest there has come 
development of technics." The medicated vaginal 
tampon’ seems to have been the most ancient meth- 
od of contraception. Its modern form, the foam- 
sponge technic, is finding acceptance, where more 
elaborate or costly methods can not be given exten- 
sive use. Its effectiveness appears to compare well, 
statistically, with the more perfected methods that 
require individual fitting, because of its higher 
degree of acceptability and simplicity. Official and 
unofficial reports, during the past two years, indi- 
cate that it is the best of known methods for fur- 
nishing temporary protection against pregnancy to 
rural women and women of limited intelligence. 

The diaphragm-jelly technic continues to be fa- 
vored by clinicians. Some, skilled in its various modi- 
fications (such as Matrisalus, Duraflex, the Miz- 
pah, and other cervix caps) for special anatomic 
and physiologic circumstances, will rarely pre- 
scribe any other method. The sheath is their alter- 
native, when an alternative is necessary. 

With Federal testing of commercial products, 
condoms are becoming increasingly reliable. Statis- 
tics now indicate that, when they are properly 
used with a contraceptive jelly, they may be ex- 
pected to give as high a degree of protection as is 
obtained with any other method. Their disadvan- 
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tages, however, are many, notably their lack of 
acceptability to patients who come to clinics. 

No suppository, oral contraceptive, or hypoder- 
mic contraceptive has yet been developed to the 
satisfaction of physicians who are authorities in 


this field. 
With increasing acceptance of birth control by 
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Fig. 1: 


physicians and the public, increased opposition has 
also become apparent. The source of this is prin- 
cipally minority religious groups. The Roman 
Catholic church has, in recent years limited its 
opposition to that of method, although individual 
representatives of the church do not always con- 
fine their efforts to this question. In general, all 
other churches either favor contraception, or con- 
sider it as a matter properly relegated to the medi- 
cal profession, as concerning the body rather than 
the soul. 


Opposition 

Evidence of opposition has been crystallized in 
the form of legal decisions in two states, Massa- 
chusetts” and Connecticut.” In the first, offer or 
issuance of a contraceptive, even by a physician to 
save life, has been declared illegal. In the second, 
the use of a contraceptive is found illegal; a physi- 
cian prescribing one is an accessory before the fact, 
and equally guilty in the eyes of the law. Physi- 
cians in both states may legally interrupt preg- 
nancy™ ” upon medical indications, and may legal- 
ly sterilize” patients on such indications, but may 
not legally offer temporary sterilization, in the 
form of contraception, which might make these 
more drastic procedures unnecessary. In other 
states, the right of the physician to prescribe con- 
traceptives has been unchallenged. 

The Birth Control Federation of America was 
formed in 1939” by a merger which linked all na- 
tional and most state organizations into a single 
broad general plan for promoting the availability 
of medically reliable contraception to all who need 
and want it. This Federation is supported entirely by 
contributions, which are tax-exempt. Its functions 
are to make available to medical, public health, 
social, and lay persons and groups such informa- 
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tion and services as will enable them to do their 
share in achieving the practical goal above stated. 
Endorsing the Federation are the National Com- 
mittee for Planned Parenthood, a group of out- 
standing leaders from all walks of life, and a Na- 
tional Medical Council on Birth Control, consist- 
ing of medical leaders. 


Center panel of Federation medical exhibit. 


Summary 

1.—Birth control is receiving more and more ac- 
ceptance and support as an integral element of 
preventive medicine. 

2.—Physicians are increasingly aware that Fed- 
eral law regarding birth control does not restrict 
prescription of contraceptives by physicians; nor 
does state law (with two exceptions). 

3.—Methods currently preferred are the dia- 
phragm-jelly method and its variants, for patients 
who can be fitted satisfactorily and who will co- 
operate well; the foam-sponge method for public 
health programs, for rural patients, and for special 
cases; the condom-jelly method for special cases. 


4.—The Birth Control Federation of America 
and its affiliated groups constitute the national 
agency supplying facts and service in the field of 
planned parenthood. 


5.—In order to facilitate education along these 
lines, the Federation has prepared an exhibit (see 
Figs. 1 and 2), which will be released, without 
charge, to medical groups only, except where a 
physician will assume responsibility for personally 
conducting the showing of it to related scientific 
groups. 
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While results obtained in one case with 
a new method of treatment are not proof 
of its value, they certainly are evidence, 
especially in a difficult disease like in- 
fantile paralysis, so Dr. Duran's report 
is worthy of serious consideration and 
further trial. 





Ts report is based on a case treated in 1935, 
and is submitted because of the remarkable 
curative effects of the use of a new method of 
treatment which I worked out on a frank case 
of acute anterior poliomyelitis, upon the theory 
of strong antibody (antivirus) production in the 
blood of commonly used experimental animals by 
the direct use of the patient’s source fluid of in- 
fection — in this case the cerebrospinal fluid — as 
an antigenic source. 


Due to the extreme rarity of anterior polio- 
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myelitis in this locality, so that I have un- 
able to verify these results in other cases (for 
which opportunity I have waited), and to various 
interruptions and the press of professional activi- 
ties, five years have, unfortunately, been allowed 
to pass before writing this article. But now, with 
the hope of ameliorating the ravages of this dis- 
ease, I present this report on a method of treat- 
ment which gives some promise of a ready cure 
and a new and surer means of controlling the 
disease at its onset, thereby minimizing its menace 
to the public. 


been 


Case History 

E. C., a young man of 18 years, was first 
seen on the third day of an illness which began 
as weakness of both hands, first noticed in 
school, when he found himself suddenly unable 
to hold his pen firmly and write, and asked leave 
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to go home. A few hours later he noticed weak- 
ness of one and then of the other lower extrem- 
ity; on the third day he was unable to walk, and 
was taken to his home town. 

When his father called me, the boy was un- 
able to stand; was bedridden, with both hands 
in a state of semi-paralysis with characteristic 
wrist-drop; was practically afebrile (the temper- 
ature was 37.4°C.—99.4°F.); speech was un- 
affected. He did not show mental changes; 
slept well; and had a fairly good appetite. His 
emotional reaction was normal, except for slight 
sluggishness. During the daytime he rarely slept; 
drowsiness was not a manifestation; gastro-in- 
testinal symptoms were absent. 


I decided to take him to my clinic as a bed 
patient, for study, as cases of acute anterior 
poliomyelitis (which I believed this to be) are 
exceedingly rare in this country. 


Physical examination revealed a fairly well- 
developed, tall, well-nourished patient. His 
eyes, ears, nose, throat and mouth, and pupils 
were normal; no rigidity of the neck was present. 


Chest: His heart sounds were normal and no 
murmurs were heard; the lungs were clear and 
resonant throughout, with no rales; no respira- 
tory symptoms or signs were noticed on the third 
day of the disease. 


Abdominal examination showed no deviation 
from normal in the liver, spleen, or gastro-in- 
testinal tract. He complained of pain in the 
loins, and there was tenderness along the sacro- 
spinal muscles, in the lumbar region. 


Extremities — The arms and forearms did not 
show appreciable changes, except a feeling of 
weakness, but both hands, from the wrist dis- 
tally, showed marked weakness or semi-paraly- 
sis. Besides the wrist-drop position, the fingers 
of both hands sagged helplessly and could be 
moved only with extreme difficulty and slow- 
ness. There were no sensory changes. The 
lower extremities were in a semi-paralyzed posi- 
tion, weak, unable to support the weight of the 
body, with the muscles painful and _ tender. 
Gordon’s sign was positive; the sensory reflexes 
were normal. 


Treatment 


In this case, besides the routine treatment which 
is generally ineffective in arresting the progress of 
the paralysis to completeness, I instituted a new 
method of treatment based upon specific, direct 
antibody production, utilizing the rabbit as the 
experimental animal. 


I performed lumbar puncture, both for diag- 
nostic and therapeutic purposes, and for use in the 
new treatment. The fluid was clear and escaped 
more rapidly than normal, with a cell count of 
from 50 to 100. It gave the findings for acute an- 
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terior poliomyelitis, taken in conjunction with the 
clinical manifestations. : 


I collected, aseptically, from 8 to 12 cc. imme- 
diately injected it into the ear vein of a rabbit, 
and kept the experimental animal under the best 
conditions. The following day, 14 cc. of the rab- 
bit’s blood was withdrawn from the heart, under 
strictly aseptic conditions, centrifuged, and the 
clear serum injected intramuscularly, deep into the 
patient’s buttock. The rabbit survived in a weak- 
ened condition, lying down without jumping. 
After from 12 to 24 hours, another 14 cc. was 
similarly withdrawn, centrifuged under aseptic 
conditions, and the clear serum again injected in- 
to the buttock of the opposite side. A second rab- 
bit was used in the same manner, on the following 
day; another lumbar puncture was performed and 
a similar amount of cerebrospinal fluid was with- 
drawn and injected into the vein of the second 
rabbit. The following morning, 12 cc. of the 
heart’s blood was withdrawn, centrifuged asepti- 
cally, and the serum injected into the gluteal mus- 
cles of the left side. 


Remarkable results followed from the above 
treatment. Within two weeks, marked improve- 
ment was noticed. Not only was the progress of 
the paralysis arrested in a few days, but motion 
was improved in both the upper and lower extrem- 
ities. The wrist-drop almost disappeared, and the 
hand grasp became stronger. The muscles of the 
thighs and legs likewise became stronger, when 
tested. Within three weeks, the patient could 
scribble, and within a month from the onset, he 
could stand, with the support of a cane. 

The patient went home, on the way to complete 
restoration of function, at the end of the third 
week. Subsequent treatment was mainly external, 
in the form of hydrotherapy, massage with lini- 
ments, passive movements, and active movements, 
successively. The patient resumed his studies, was 
enlisted for military training, and graduated three 
years later. 


I suggest, in view of the striking curative effect 
of the specific antipoliomyelitic serum, directly 
prepared from the rabbit, using the patient’s anti- 
gen according to the above procedure, that this 
method of treating infantile paralysis be given a 
fair trial. The method is inexpensive, practicable, 
and can readily be performed, even in distant, 
outlying districts, by the general practitioner. 

I feel reasonably sure that this new method of 
treatment, which has been successful in my frank 
case of acute anterior poliomyelitis, will prove 
equally effective in the hands of other medical 
men, and thereby render service in the treatment 
of this much-dreaded disease, about which we are 
still continuously seeking to gain more knowledge, 
and shall be grateful to hear from fellow practi- 
tioners who may be interested in trying this method 
in their acute cases of poliomyelitis. 


Perhaps the most insidious danger to which a professional man is exposed 
is that of getting into a rut. To follow methods that experience has shown to 
be successful, is sound common sense; but when we assume that the best way has 
been found, and cease active efforts to enlarge our knowledge and improve our 
technic, we are in a rut. The line between conservatism and fossilization may 


be a fine one, but it is vitally important to recognize it. 
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A New Silver Protein: 
Silver Ferrihemoglobin* 


(Its Use in Head Specialties Practice) 


By 
Rosert D. Barnard, M.D., Chicago, Illinois 


The silver salts are highly important 
in medicine, particularly in the head 
specialties. While several good ones are 
available, constant search is being made 
for better. Dr. Barnard reports results 
with a new one that looks promising. 


7 numbers of available mild silver protein 
preparations would seem to indicate dissatis- 
faction with any particular one, but a recent sur- 
vey has shown that some type of mild silver pro- 
tein solution is still the choice for topical silver 
therapy. And though the possible bactericidal ac- 
tivity of such preparations is mooted, and at best 
only a weak bacteriostatic effect can be noted from 
them in vitro, nevertheless their long establishment 
and persistence in the armamentarium of practi- 
cally every medical and surgical specialty would 
seem to have demonstrated their efficacy. For if 
the antiseptic value of any mild silver preparation 
might be considered as dubious, this does not hold 
for their well known decongestant, detergent, and 
antipruritic effect, when used on mucous mem- 
branes in appropriate concentration. 


There are numerous disadvantages inherent in 
the majority of colloidal silver preparations, and 
of these, no particular preparation can be said to 
have overcome all. Most important of such dis- 
advantages is the photosensitivity of silver and the 
consequent instability of its salts to light. Even 
on storage in the dark, many of the silver protein 
preparations become more astringent, coincidental- 
ly with the liberation of additional free silver ions. 
Moreover, since the mild silver proteins, in an 
aqueous medium, are colloidal suspensions rather 
than true solutions, their uniformity and redupli- 
cability are matters of delicate manufacturing tech- 
nic. The addition of electrolytes will “crack” 
many of these suspensions as, for example, when 
they are brought into contact with blood, pus, or 
urine (the latter condition rendering many of 
them unsuitable for bladder instillation), or if 
they are mixed with other desirable medicaments, 
such as epinephrine or ephedrine salts. 


The silver content of mild silver protein is high, 
from 20 to 25 percent of the total solid represent- 
ing metallic silver, the bulk of which is inert. This 
fact is unquestionably responsible for a consider- 
able portion of the high cost, both of the prepara- 
tions themselves, and of the wastage when the solu- 
tions are no longer usable. Whether a high silver 
content is in any way connected with the causa- 
tion of argyrosis is not known. 


The color of most of the silver protein prepara- 
tions is brownish black, and they have been used 
inadvertently for tincture of iodine and, more seri- 
ously, contrawise. The identity in color amongst 
the products of several manufacturers has led to 


*From the Ophthalmologic Clinic of the Chicago Free Dis- 
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the use of identifying, masked dyes to detect sub- 
stitution. On the other hand, the laity are famil- 
iar with the name and appearance of the widely 
used varieties. 

The reaction, with respect to neutrality, of prac- 
tically all silver protein preparations must be ad- 
justed for, in many instances, they develop free 
acid on standing and thus become irritating to 
mucous membranes. 

All of these disadvantages combined could never 
outweigh the advantages which are felt to be of- 
fered by mild silver protein therapy, though, cer- 
tainly, if some of the objections could be overcome, 
the improvements might well be incorporated in 
the products in use. Thus the colloidal silver 
halides, in which the protein acts mainly as a 
protective colloid, are deemed by some to have 
fewer objectionable features than those in which 
silver oxide or metallic silver makes up the disperse 
phase, and they, consequently, enjoy a popularity 
with some practitioners. But they, likewise, are 
photosensitive and precipitated by extraneous elec- 
trolytes. 

On the recent elucidation of the properties of 
the metallo-ferrihemoglobins, ferrate compounds 
of hemoglobin with the heavy metals of Subgroup 
B, Groups I and II of the periodic table, the silver 
salt was studied particularly, with reference to its 
therapeutic possibilities. It was found that solu- 
tions of this silver-protein compound were stable 
for an indefinite period and were unaffected by 
light, presumably because of the similarity of its 
absorption spectrum to its analogue, ferrihemo- 
globin hydroxide. 

Silver ferrihemoglobin is a salt of constant com- 
position in molecular solution, and is unaffected 
by electrolytes. The silver content is about one- 
fortieth that of the other mild silver protein 
preparations, there being one equivalent of metal 
to one of hemoglobin iron. The solutions are 
blood-red in color and are strongly buffered by the 
globin moiety, within the physiologic neutrality 
range of pu. This particular silver protein was 
deemed to have several advantages over those com- 
monly in use and was subjected to clinical trial. 


Clinical Studies 

The results of the application of 8-percent 
silver ferrihemoglobin solution}, in 373 patients 
with a variety of ophthalmologic and otorhino- 
laryngologic conditions have been tabulated (see 
Table 1). No other local treatment was pre- 
scribed for any of these patients (except a protec- 
tive dressing in certain eye cases) during the pe- 
riod of therapeutic trial. All conditions treated 
were those for which the application of mild silver 
protein is considered the orthodox procedure. 

The routine in ophthalmic patients was thrice- 
daily instillations; in other cases, the application 





+The material for use in these studies was furnished by 
the Armour Laboratories, Chicago. 
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varied in accordance with what seemed to- be the 
therapeutic requirements. The results are listed in 
satisfactory, unsatisfactory, or doubtful, insofar as 
these terms can be implied to mean an evaluation 
of the efficacy of the treatment and the impression 
of the clinician employing it. Many of the con- 
ditions listed are intrinsically self-limited; to them 
the designation, “satisfactory,” was applied only 
when it seemed that the application of silver ferri- 
hemoglobin had actually aborted or had hastened 
the evolution of the condition. From this stand- 
point it is necessary to list one category of results 
as doubtful. 


Mild silver protein is highly versatile, having, 
perhaps, a wider application than any other single 
therapeutic agent, albeit this application is entire- 
ly empiric. It has even been advocated as an anti- 
septic for skin abrasions, contused wounds, and 
ulcers, in the same manner as the more powerfully 
bactericidal tincture of iodine is applied. What 
advantage it might have over the less expensive, 
more powerfully bacteriocidal disinfectants in this 
connection is not known, and what advantage 
might be possessed by silver fe rrihemoglobin over 
the other silver preparations, in regard to such 
use, has not been investigated. It is of interest, 
however, that instillations of silver ferrihemoglo- 
bin solution have been used in 4 patients with 
eczema of the auditory canal, and in 5 patients 
with furunculosis of the auditory canal, with what 
appeared to be gratifying results —— more so, at 
least than those with other treatments that I have 
used in these common and annoying conditions. 

The material has been used, by local applica- 
tion, to the throat in tonsillitis and in the anginas 
of streptococcus sore throat and of scarlatina. 
Here again, the patients experienced a sense of re- 
lief immediately after the application, but there 
is no way of judging as to whether this is greater 
with one silver protein than with another. 
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In the treatment of Morax-Axenfeld bacillus 
conjunctivitis, the silver ferrihemoglobin has been 
uniformly satisfactory. Even in cases that had 
proved refractory to the zinc sulfate treatment for 
weeks, a few applications of the silver preparation 
usually terminated the condition. The results in 
vernal conjunctivitis were also good. In impetigo, 
the application of the material was disappointing 
as a treatment. 


No patients with gonorrheal conjunctivitis are 
listed, since none were available for study. It is, 
therefore, impossible to state whether silver ferri- 
hemoglobin possesses that very important property 
of silver preparations in general, the prophylaxis of 
neiserrian infection. However, 6 patients with acute 
gonorrheal urethritis were treated with instilla- 
tions of silver ferrihemoglobin solutions, and the 
results in all of these cases were satisfactory. It 
is difficult to conclude from this that there was a 
gonococcicidal effect, since all but one of the pa- 
tients were receiving sulfanilamide treatment at 
the same time. 


No untoward effect from the application of this 
solution to inflamed mucous membranes has been 
noted; rather, most patients expressed the opinion 
that there was an immediate palliation of the sub- 
jective symptoms of inflammation. In one patient, 
in whose case one drop of the solution was in- 
stilled in the left eye one evening, there was con- 
siderable swelling of the conjunctiva and the lids 
were agglutinated with tarsal secretion the follow- 
ing morning. This might not be attributable to 
the material, though it did raise the question of 
the existence of an allergy to hemoglobin. How- 
ever, in this same individual, repeated instillations 
one week later, into the same (and now unaffect- 
ed) eye, produced no untoward effect. 


No observations have been made as to the rela- 
tive tendency of silver ferrihemoglobin to give rise 
to argyrosis, no cases having been noted in 
several thousand instillations. One patient with 
a severe mucopurulent conjunctivitis of two years’ 
duration, which had been diagnosed as trachoma 
(though this had not been verified by subsequent 
examination), had been using the solution for ten 
months, since it seems to be the only medicament 
that gives any relief whatsoever. No untoward 
effect that could be attributed to the prolonged 
use of the silver preparation has occurred in this 
particular case. 


Summary 


Silver ferrihemoglobin solution was used as a 
silver protein medication in 373 patients with 
ophthalmologic and otorhinolaryngologic condi- 
tions in which this medication is ordinarily indi- 
cated, with satisfactory results in 73.4 percent of 
the cases. 


This preparation was found to be as efficacious 
as other silver protein preparations and to have, 
in addition, a degree of stability toward light, solu- 
tion, and electrolytes greater than that of other 
silver proteins. It is practically specific for Morax- 
Axenfeld bacillus conjunctivitis and has given ex- 
cellent results in the treatment of vernal conjunc- 
tivitis. Argyrosis has not been noted in any patient 
in whom it has been used. 








Progress in the Treatment of Low 


Back 


Pain 


Part I 
By 
Russevu A. Winters, M.D., Chicago, Illinois 


Much has been said and written, of 
late, about the treatment of low back 
pain, but plenty of these patients are 
still with us. 

In this article, Dr. Winters presents an 
approach that will be new to most of 
our readers, and that is highly successful. 


Low back pain is commonly caused by subclin- 
ical or non-symptomatic conditions, wherein 
the history of the patient is misleading and there 
is subjective absence of correlated findings, or dis- 
comforts. Many rectal abnormalities, or involve- 
ment of Luschka’s or the coccygeal gland, are 
usually not associated with rectal bleeding or pro- 
trusions. This phase of diagnosis in proctology has 
been sadly overlooked and neglected, even though 
it is very common. Early prostatic disorders, with 
involvement of the seminal vesicles, have none of 
the common symptoms, such as frequency of uri- 
nation, sexual weakening, discomfort on urination, 
etc., usually correlated in a routine diagnostic 
procedure. 


Sinusitis, giving no history of headaches and 
negative findings with transillumination and roent- 
genologic pictures, is also commonly overlooked. 

A simple series of injections, manipulations, or 
prescriptions often fails in attaining a desirable end 
result, until the underlying etiologic factor has been 
determined and corrected. 


Watching a patient’s hands, in describing dis- 
comfort, is usually more enlightening than listen- 
ing to his history. 


Causes 
Rectal Conditions, due to: 


I.—The coccygeal, or Luschka’s gland, which is 
commonly involved and almost as commonly over- 
looked. 

1.—Anatomy 


In 1859, Luschka’ described a split-pea-sized 
body that was usually attached to the inner curv- 
ature of the second coccygeal vertebra and often 
had a series of smaller bodies, spreading laterally 
between the attachments of the levator ani mus- 
cles in a club-shaped arrangement of branches, 
along the middle sacral artery and filaments 
of the sympathetic nerves. These enlargements 
contain one or more large, glandular corpuscles, 
bound together by connective tissue and inner- 
vated by the coccygeal ganglion. 


Oversight by authors, and a tendency to 
streamline the newer works on anatomy and 
proctology, have almost totally eliminated this 
structure from the texts, and as a result, from 
the physician’s vocabulary. 


“Piersol’s Anatomy’? locates Luschka’s gland 
just beneath or within a small opening in the 
tendinous insertion of the levator ani muscle into 
the last coccygeal segment, covered by the origin 
of the external sphincter muscle. It is believed 
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to be histologically related to the suprarenal 
gland and the aortic bodies. 

2.—Inflammation of Luschka’s gland may 
produce: 


A.—Myositis of the levator ani, pyriformis, 
gemellus superior, psoas, iliacus, and the ex- 
ternal sphincter muscles. 


B.—Lymphatic extension along the ano- 
rectal, obturator, inferior sacral, and inferior 
mesenteric groups of nodes and channels, and 
also along the fascial planes of the pelvis, ac- 
counts for the diversity of symptoms and the 
extensive muscular involvements associated 
with low back discomfort. 


C.—Nerve irritation of the inferior gluteal 
nerve, caudal parasympathetics, and lower 
filaments of the lumbosacral plexus. 
3.—Predisposing factors of its inflammation 

may be: 


A.—External trauma to the coccyx, with 
associated adjacent tissue damage. 


B.—Hardened stools, traumatizing the leva- 
tor ani muscle at the coccygeal tip, or tearing 
the posterior attachments of the external 
sphincter muscle, leaving a region of devital- 
ization. 


C.—Careless instrumentation by proctolo- 
gists in routine examination, or extreme divul- 
sions, causing an extension of rectal or 
sacrococcygeal disease. 


D.—Submucous channels (Jamieson’s) lead- 
ing downward from an infected crypt or poste- 
riorally from a friable submucosa produced by 
a chronic, low-grade amebic proctitis; or 
pectinosis, producing an involvement by con- 
tiguity of the fascial plane. 

E.—Cryptitis and enlarged polyps aggra- 
vate a Luschka’s gland involvement. 
4.—Local findings may elicit: 

A.—Tenderness with a palpable space be- 
tween the external and internal sphincter 
muscles in the posterior quadrants of the anal 
canal.? 

B.—Tenderness alongside the inside curv- 
ature of the coccyx, over the palpable band of 
the levator ani muscle and the pyriformis 
muscle immediately above it. The patient 
speedily affirms the areas of tenderness, with- 
out being asked. 

C.—Sinus from the coccygeal tip. 

D.—Cyst on the coccygeal tip. 

IIl.—Rectal crypt, which starts from a foreign 
body or an infection in a crypt of Morgagni and, 
by compression by bowel movements, results in a 


blind pocket or sinus and may cause spastic 
sphincters. 


1.—Lymphatie extension of the inflammation 
often causes psoasitis and low back pain. 


2.—Rectal crypts should be sought routinely, 
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Low back discomfort,with any of these associated symptoms,almost always suggests trouble at_the tip 
of the coccyx and in the rectum. A sweeping motion of the hand in describing discomfort, or trouble 
in the hip, or legs, suggests the rectum, IN THOUBLESONE LOW BACK CONDITIONS TREAT THE RECTUM 
FIRST, IF ” PATHOLOGY IS PRESENT THE PATIENT IS IMPROVED IMMEDIATELY. 


BENDING TO STANDING SITTING MANUAL EXAMINATION LOCATION OF TiNDERNESS 


Restlessness or discomfort while sitting, or bending over while working an? finding the back 
lame on straightening-are usually due to a Iluschkers gland disorder. With the patient on the 
side, palpate for tense or tender areas on either side of the coccyx. 
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by means of a proctoscope and a simple crypt first injecting Quinocaine into the tissues 
hook. When found: alongside the crypt, opening the crypt with a 


A.—Small crypts can be closed by simply 


cryptotome, and then swabbing the denuded 
edges with a caustic solution such as Chi- 


irrigating them with Neo-Plasmoid’ or a 5-per- ophen’, which contains equal parts of phenol, 


cent phenol in oil solution, injected through a iodine, and chloryl hydrate. 
silver cannula with the end bent as a hook. 


B.—Larger crypts should be opened by _ sensory bud. 


III.—Enlarged papilla, which is an enlarged 
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1.—The nerve structure would be analogous 
to an exposed nerve in a tooth. An enlarged 
papilla is irritated by hard stools and causes 
nervousness, restlessness, tight sphincters, and 
low back discomfort. 

2.—The treatment of an enlarged papilla is: 


A.—In mild enlargements, inject from 0.5 
to 1 cc. of Formula No. 61° into the tissues 
beneath the papilla, once weekly. 
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B.—In large papillas* inject from 1 to 2 
cc. of Quinocaine, to which is added a few 
drops of adrenalin (epinephrin), 1: 1,000, 
into the base; lift the papilla with one pair 
of forceps while a second pair is clamped 
tightly at the base; cut above the second 
forceps; and swab the cut surface with a 
caustic solution such as Chiophen. 


(To be Continued) 





Notes from the Mississippi Valley 
Medical Society 
Part I 


Reported by 
GeorcE B. Lake, M.D., Waukegan, III. 


N INTENSIVE postgraduate course for phy- 
sicians of the Midlands, otherwise known as 
the sixth annual meeting of the Mississippi Valley 
Medical Society, was held at Rock Island, IIl., last 
September, and the quality of the instruction given 





Hotel Fort Armstrong Where the 
Meeting was Held 


merited a considerably larger attendance—slightly 
less than 400 medical men were wise enough to 
take advantage of this unusual opportunity. It is 
hoped that many more will begin, now, to make 
plans to be in Cedar Rapids, Iowa, on the first day 
of next October. 

The Fort Armstrong Hotel offered good facilities 
for the meeting, with a large room, on the mezza- 
nine floor, for the general lectures, the scientific ex- 
hibits, and the banquet, on Thursday evening; 
small rooms for the short instructional courses 
which were conducted on Wednesday and Thurs- 
day afternoons and Friday morning, and the spe- 
cial, private instruction courses (fee $1 each), given 
on Wednesday evening; and ample space on the 
mezzanine and in the first-floor lobby for the 13 
technical exhibits. 

As seems to be becoming usual, prizes were given 
by the exhibitors for attendance at these exhibits, 
the winners being selected by the lottery method, 
using tickets which were given to each man who 
registered. 


A meeting for the 
public was held on 
Wednesday evening; a 
joint luncheon meet- 
ing, with the Rock 
Island Service Clubs, 
on Thursday noon; 
and short broadcasts, 
over station WHBF, 
on Wednesday and 
Thursday. 

The special guests 
of honor at the ban- 
quet were Dr. Nathan 
B. Van Etten, of New 
York, President of the 
American Medical As- 
sociation, and Dr. John F. Casey, of Boston, winner 
of the annual essay contest and recipient of a gold 
medal and a prize of $100.* The Society’s Dis- 
tinguished Service Medal for 1940 was awarded to 
Dr. M. Pinson Neal, professor of pathology, Uni- 
versity of Missouri School of Medicine, and past- 
president of the Society. 

On Wednesday evening, the Mississippi Valley 
Medical Editors’ Association was organized (see 
Cun. Mep., November, 1940, page 389). All who 
are connected with medical publications anywhere 
in the Middle West, or who are interested in medi- 
cal writing, will do well to watch for notices of the 
activities of this new organization and to join it. 


The Scientific Exhibits 


The first prize and a silver medal for the best 
scientific exhibit were awarded to Drs. Graham 
Asher and Mahlan Delp, of Kansas City, Mo., Uni- 
versity of Kansas School of Medicine, for a re- 
markably complete and instructive showing of the 
methods and apparatus for making combined tests 
of cardiac function, with charts and tables showing 
the results of such tests, in health and in disease. 

The second prize and a bronze medal went to 
Drs. H. C. Voris, J. Kearns, and A. Verbbrugghen, 
of Cook County Hospital, Chicago, for a highly 
interesting and illuminating exhibit of the nature 
and management of head injuries, including photo- 
graphs and color drawings of patients, necropsy 
specimens of brains, and charts and diagrams show- 
ing the clinical classification of cases and records of 





Doctor Van Etten 


"An article by Dr. Casey appears in this issue. 
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Fig. 1:—Container for liquid oxygen, with control appa- 
ratus in place. 


their treatment. Their “Aphorisms of Head Inju- 
ries” are reproduced here. 

The third prize and a certificate of merit were 
given to Dr. John A. Mathis and Mr. Roland Milan, 
of Pinckneyville, Ill., for the demonstration of an 
apparatus for the controlled and constant evapora- 
tion of liquid oxygen (see Fig. 1), for use in all 
cases where this gas is employed therapeutically. 
This apparatus, which weighs, filled, only 100 
pounds, holds the equivalent of four large cylinders 
of compressed oxygen gas, which weigh 600 pounds, 
and delivers the gas for half the price. The control 
mechanism is astonishingly simple, and is readily 
removable from the thermos-bottle-like container in 
which the liquid is stored and transported. 


Another elaborate and highly educational ex- 
hibit, which probably was not eligible for the prize 
competition because it was sponsored and pre- 
pared, in part, by a government agency, was that 
on ectopic pregnancy (see Fig. 2), by Dr. F. H. 
Falls, of the University of Illinois, Chicago, and 
Dr. C. §. Holt, of the Illinois Department of Pub- 
lic Health, Springfield. Drawings, bas-relief mod- 
els, charts, and gross specimens were combined to 
make a splendid presentation. 


Here follow abstracts of several of the practical, 


clinical lectures and demonstrations given at this 
meeting. 


NON-SPECIFIC URETHRITIS 


By William H. Holbrock, M.D., Peoria, Ill. 
Dept. of Urology, St. Francis Hosp. 


We see office patients every now and then 

men under 40 years—who, following a “cold,” 
hay fever, sinus trouble, or the like, develop fre- 
quency of urination and burning, first at the tip 
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of the penis and later in the posterior urethra; rela- 
tive impotence; and a slight urethral discharge. 
These attacks subside and recur. General and bac- 
teriologic examinations show that these men are 
not suffering from gonorrhea, or from urinary tu- 
berculosis, tumors, or stones. The bacteria seen in 
the discharge are mostly cocci. 

In these cases, we must exclude excessive use of 
alcohol and sexual excitement, and use a urethro- 
scope (Swinburne pattern) for study, to make sure 
that the trouble is non-specific. 

In early, acute cases of this type, use 10-percent 
Argyrol solution, locally, and give alkali, internally, 
until the urine is cloudy. After a few days, one can 
begin more vigorous treatment. 

With the bladder as empty as possible (practi- 
cally dry), instill from 6 to 8 ounces of a 1: 10,000 
solution of silver nitrate in distilled water into 


the bladder, using a No. 8 French catheter and a 
“B. & D.” urethral syringe, letting the solution 
drizzle out while withdrawing the catheter, and 
telling the patient to hold the solution. Then pass 
an endoscope; touch all red areas, completely, with 
a solution of silver nitrate from 4 to 10 percent; 
withdraw the instrument; and let the patient pass 





Fig. 2:—Exhibit on ectopic pregnancy. 

the instilled solution from his bladder. Dress, 

loosely, with gauze and a bandage, and tell him to 

throw the dressings away when they are removed. 
Give neoarsphenamine—o.2 Gm. in 10 cc. of 

water— intravenously, and watch for reactions. 


The silver nitrate irrigation should be repeated 
every 2, 3, or 4 days, for several times; the neoars- 
phenamine and endoscopic treatments on the fifth 
and seventh days. Keep the patient under obser- 
vation for three months (he may need five or six 
of the endoscope and arsenic treatments) and forbid 
alcohol and coitus. 


This plan of treatment relieves the symptoms and 


increases potency, in most cases. It is not so effec- 
tive in B. coli infections. 


THE MANAGEMENT OF FRACTURES 
By M. L. Klinefelter, M.D., F.A.C.S., 
St. Louis, Mo. 
Orthopedic Surgeon, Missouri Baptist Hosp. 


Is orver to treat fractures satisfactorily, one 
needs a competent assistant, and generally an an- 
esthetic. 


One must consider the nature and direction of 
the fracturing force and the position of the frac- 
tured limb when the injury occurred. Make a 
complete physical examination of every fracture 
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patient, to see if there are other injuries and to 
ascertain his general condition. Study the impor- 
tance of the fracture—anatomic, physiologic, and 
functional; the possibilities for its reduction and re- 
tention; the age of the patient; the condition of 
the near-by joints and ligaments; and all other 
factors in the case, before attempting to reduce the 
fracture. Then consider whether it should be re- 
duced at once; within 24 hours; or after a week. 


Reduction should be made immediately in frac- 
tures around joints (to relieve pressure on the 
blood vessels) ; in fracture-dislocations ; and in com- 
pound fractures. Where 
the shafts of long bones 
are broken, it is quite 
all right to wait 24 or 
48 hours. 


Fractures around 
joints must be reduced 
accurately, using open 
methods if necessary. 
With long bones, it is 
sufficient if the reduc- 
tion follows the general 
direction of the bone 
and maintains its 
length. The fractured 
ends should be entan- 
gled in order to mini- 
mize later shortening. 
If there is a slight over- 
lapping of the frag- 
ments, the wound heals 
faster; otherwise posi- 
tion has little or no ef- 
fect upon the speed of 
body union. 

All medical men (and 
as many laymen as pos- 
sible) should know the 
first-aid management of 
fracture - dislocations 
(they are always com- 
bined) of the spine, be- 
cause in these cases, 
treatment must be ap- 
plied correctly from the 
very first. Diagnosis 
can, and must, be made 
by palpation, using one 
hand, in almost all cases, to avoid damage to the 
spinal cord. 


Most spinal fractures are of the jackknife type, 
and the patient must be kept flat, in hyperextension. 
These fractures can, almost always, be reduced by 
gentle methods. A few need open, operative treat- 
ment, but this must be given early, not late. Be 
careful with the prognosis as to paralysis, as it is 
hard to estimate the amount of injury to the cord. 


Take advantages of the muscle pull in treating 
all fractures. These injuries become “impacted” 
because of pain. Give an anesthetic, and almost all 
of them can be reduced easily. Few fractures, of 
any type, need an open operation. 

In Colles’ fracture, first hyperextend the wrist, 
with one hand, and then push the bones into place 
with the other thumb. 

Intercondylar fractures of the lower end of the 
humerus (especially in children) generally result 
from a fall with the arm hyperextended. They 
should be reduced early, to save the radial nerve. 
A dislocation may become difficult or impossible to 
reduce, after a lapse of time. 
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APHORISMS OF HEAD INJURY 


Watchful conservatism is the idea. 

Treat shock first! You can always oper- 
ate on a live patient. 

Intravenous infusions will run into a 
fully-clothed, dirty patient. 

A heat cradle will also act. 

Do not dehydrate the patient to death. 

Let spinal fluid drain away; do not let 
it collect in the nose or ear. 

If you don’t like the patient, give him 


Great restlessness can often be allayed 
by catheterization. 

We prefer mechanical restraints to acci- 

Economic loss versus rest in bed? 

“Post-traumatic syndrome” is rare in 
the patient with no chance for com- 

Skull fractures are interesting, but rare- 


The brain is an important and sensitive 


Did we say, “Watch the patient”? Well, 
watch the patient again! 
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Little apparatus is needed to reduce fractures. 
The most important equipment of the orthopedic 
surgeon consists of his head (chiefly) and his hands, 
which latter, if used skillfully and thoughtfully, are 
more effective than any apparatus. 

In fractures at the upper end of the forearm, 
fix the ulna first, as a support for the radius. Such 
cases may need an open operation. 

Fractures of the shaft of the humerus are easy to 
manage. A proper dressing will hold them in place. 
No operation is needed. “Airplane” splints should 
be used only in fractures of the tuberosity of the 

humerus. 


Compound fractures 
should be treated with- 
in the first 12 or 24 
hours. Debride the 
wound; apply full- 
strength tincture of io- 
dine or sulfanilamide; 
place dependent drain- 
age through thick tis- 
sues; fix the fracture 
and immobilize the limb 
at the first dressing. In 
fixing, do not use any 
foreign material. If the 
fracture is comminuted, 
use one of the pieces as 
a graft. 


Some “patent” splints 
work well, if they fit, 
but the exactly correct 
size is hard to find. Plas- 
ter casts always fit and 
are always available. 


In comminuted frac- 
tures around the knee, 
use the muscle pull by 
employing the double 
inclined plane, or a cast 
with the knee flexed on 
the thigh and the thigh 
on the body, to relieve 
tension. 


Lane plates interfere 
with the formation of 
callus. If one gets into 
trouble, it never ends. 
Do not operate if the patient is getting along 
fairly well. 

A Hodgen’s splint is much more comfortable than 
that of Thomas. 


Fractures of the surgical neck of the femur must 
be reduced accurately and held tightly in place, by 
a nail or a bone graft. 


GASTRITIS, PEPTIC ULCER, AND CANCER 


By Walter L. Palmer, M.S., Ph.D., M.D., F.A.C.P., 
Chicago 
Asso. Prof. of Medicine, Univ. of Chicago 


Tue symptoms and treatment of hypertrophic 
gastritis (which has now been shown not to be an 
imaginary disease state) closely resemble those of 
peptic ulcer, and the differential diagnosis can be 
made only by gastroscopy. 


In the atrophic form (which is most important), 
the diagnosis must be made from deficiency disease 
(pernicious anemia) and certain tumors (carcino- 
ma), and this can be done only by x-ray studies 
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and gastroscopy. The superficial form causes no 
symptoms. 

Suspect cancer in all adults who complain of 
long-standing “indigestion.” In diagnosis, the most 
important procedure is the x-ray examination; sec- 
ond, repeated examinations of the stool (after a 
meat-free diet) for occult blood; third, gastroscopy. 

The treatment of gastric cancer depends on the 
type: 

Type I: Polypoid gastric carcinoma sometimes 
follows pernicious anemia. The surgical prognosis 
is good. . 

Type II: There is a sharply-circumscribed ulcer. 
The surgical prognosis is good. 

Types III and IV: The malignant process be- 
comes more and more diffuse. The surgical prog- 
nosis is poor, but unless there are known metastases, 
the diseased structures should be removed by oper- 
ation. A small cancer may be extremely malignant. 

In the presence of a gastric ulcer, anacidity, the 
continued presence of blood in the stools, and fail- 
ure of ulcer treatment after four weeks, suspect 
cancer. 

Never assume that an ulcer is benign until that 
fact is proved by its healing under medical treat- 
ment. Check the course of the disease, under treat- 
ment, every week or two, by x-ray studies con- 
firmed by gastroscopy. 

Peptic ulcer occurs in 12 percent of all adults. 
Pain may be absent or atypical. Physical and lab- 
oratory examinations are relatively unimportant. 
Gastric acidity is always present, but the amount 
of acid is not important. Make routine x-ray exam- 
inations of all patients who complain of abdominal 
distress, and use the gastroscope (even though it 
will show nothing beyond the pylorus) for diag- 
nosis and to follow the results of treatment. Treat 
uncomplicated cases medically, but remember that 
the ulcer may heal, and then recur at any time, 
and rapidly. 

In these cases, we have two objects: To heal the 


ulcer, and to prevent its recurrence. The former 
is the easier. 


To heal the ulcer, prescribe rest, physical and 
mental; antacid treatment (calcium carbonate, 30 
grains—2 Gm.—every hour, or the Sippy treat- 
ment) ; and atropine, 1/120 to 1/16 grains (0.5 to 
4 mg.), at 6 p.m. and at bedtime. Continue this 
treatment for months, or even a year, to prevent 
recurrence.* 


*This is the standard treatment of ten or fifteen years 
ago. Many excellent results have been reported, by eminent 
clinicians, following the use of more modern methods.—Ed. 
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The most important complications are acute per- 
foration (98 percent of these occur in men), mas- 
sive hemorrhage, and obstruction. The treatment 
of the first is always surgical. Treat the second by 
rest in bed and starvation, until vomiting ceases,t 
and remember that bleeding may recur, even after 
a partial gastrectomy. In obstruction, subtotal gas- 


trectomy gives better results than does gastroen- 
terostomy. 


HEMATURIA 
By Charles M. McKenna, B.S., M.D., F.A.C.S., 
Chicago 
Prof. of Urology, Univ. of Ill. Coll. of Med. 


T+ nematurta is accompanied by pain, the diag- 
nosis of its source and cause is relatively easy; if it 
is painless, this is more difficult. The history is im- 
portant in discovering the cause. Do not give a 
patient with hematuria some medicine to stop it. It 
may accomplish that purpose (or the bleeding may 
stop spontaneously), but it will recur, and mean- 
time the patient’s condition is steadily growing 
worse. 

Consider the age and sex of the patient. Look 
at the urethra first, especially in women. Is the 
blood mixed with urine? Older men may bleed 
periodically from a prostate that feels smooth by 
rectum, and still may be the seat of early cancer. 

In painless cases, remember that papilloma of 
the bladder bleeds early; cancer, later and longer, 
and the patient complains of “heaviness” and un- 
easiness in the bladder region. A three-glass test 
will sometimes suggest the source of the blood. 

If the lesion proves to be a papilloma (which 
must be considered as a potential cancer in an early 
stage), fulgurate it, through a cystoscope, and ex- 
amine the patient twice, at six-week intervals. 

If it is carcinoma, resect it freely, remembering 
that the bladder will regenerate, even after wide 
resection, if the trigone is left intact. 

In frequent urination, remember that women may 
have urethral stricture. Look for ulcers, and ful- 
gurate or resect them, if found, as the conditions 
indicate. If the frequency is nocturnal, consider 
tuberculosis of the bladder or kidney. If it cannot 
be demonstrated in the bladder, inoculate guinea 
pigs with urine removed by a ureteral catheter from 
both sides. If tuberculosis is found in one kidney, 
take it out, if the patient is in good general con- 
dition. 

A patient may have a stone in the kidney, as well 
as in the bladder. This should be shown by an in- 
travenous pyelogram. Small stones may pass spon- 
taneously, following an injection of prostigmin. If 
stones recur, do not operate for their removal, but 
regulate the patient’s diet. 

In traumatic cases, there may be a subcapsular 
rupture of the kidney. In operating to remove a 
clot, always be ready to compress the kidney in the 
hand, to stop hemorrhage while placing a clamp. 

Do not forget that there may be hematogenous 
hematuria, due to deficiency of vitamin C. 


(To be Continued) 


+A number of capable gastroenterologists are now giving 


their patients with bleeding gastric ulcers a rather free soft 
diet, and are reporting good reswits.—Ed. 





A oliving for the —Dhsclie 


The Business of Medicine and the Art of Living 


The General Practitioner 
(The Greatest Specialist of Them All) 


A Frew days ago, we heard a physician speak on 
one phase of his specialty. In the discussion that 
followed, he was besieged with questions from all 
parts of the floor and constantly kept on the alert 
to maintain his ideas. 


Afterward, he said, “It is a long cry from the 
days when the specialist knew all the answers. I 
am amazed at what the general practitioner knows 
of my field, especially when I realize that he must 
know much of each specialty.” 


This statement, from a member of one of the 
country’s most famous clinics, makes one think in 
modern terms of the general practitioner of today. 
Gone is the time when the practitioner could dis- 
pense pills and syrups for dermatitis, diarrhea, and 
depression. Now, he must make exact diagnoses 
and institute scientific treatment, where such is 
known. 


Of what avail are the most capable specialists, if 
the physician out in the field does not refer to him 
those patients who need his care? The physician 
who makes no diagnoses must refer all serious dis- 
eases, or he will fail to refer any. 


As the science of Medicine advances on every 
front, the general clinician must keep up, or his 
patients will lack the best possible care. There is 
an unfortunate tendency among those practicing in 
the country towns to feel that they need not study 
so hard as those in the large cities, because they 
will never see unusual cases or have the equip- 
ment to carry out new technics. 


The great majority of illnesses are common to 
city and country dwellers alike. As N. C. Gilbert 
said to a young physician who was aspiring to 
leave his small-town practice, “People get just as 
sick in the town as in the city, and in the same 


manner. You can practice as scientifically as you 
desire in either location.” 


As a matter of fact, the small-town doctor must 
know more than the large city physician who has 
an internist, surgeon, urologist, dermatologist, oto- 
laryngologist, obstetrician, and allergist close at 
hand for skilled aid. The country physician must, 
himself, be able to identify and treat every type 
of minor illness in each specialty, and many major 
diseases. He must insist that those patients whose 
diagnostic or therapeutic problems he is not able 
to solve, because of lack of specialized training or 
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equipment, seek competent aid in time—and this is 
by no means always easy. Let those specialists who 
berate the general physician about his late referral 
of cases, learn how difficult it is to “talk them 
into it.” R. L. G. 


A 


The Grand Old Surgeons 


W very now and again a tear is shed over the pass- 
ing of the master surgeons of yesterday. Older 
physicians weep as they recall the men who could 
operate on brain tumors, remove foreign bodies 
from the lungs, perform any surgical procedure 
anywhere in the body, and make a positive diag- 
nosis after listening to the patient’s story and per- 
forming a simple physical examination. 


The implication is obvious that, today, the med- 
ical profession has split up the fields of practice 
among many specialists who can do no better in 
their specialized area than the giants who were 
among us in bygone years. 

On reviewing their records, however, we find 
that the patients did not fare so well; that many 
of their famous diagnoses were made in advanced 
conditions; and that their knowledge of physiology 
was meager. They were treating desperate condi- 
tions and their remedies were often drastic and 
undeniably dramatic. Long study was not needed, 
because there were so few specialized examinations 
that could be carried out. 


For example: The surgeon who wishes to op- 
erate upon the biliary tract today, must know more 
than the symptomatology and technic. He must 
know if the pain or distress arises from cholecys- 
titis, cholelithiasis, or improper functioning of the 
biliary ducts (choledochokinesis). He must know 
that medical treatment will relieve most cases of 
cholecystitis; that surgical treatment should be 
carried out if stones are present; how to ensure 
their removal from all the ducts; how to decom- 
press the biliary tract; when the patient may be 
safely operated upon; and what procedures to 
carry out to prevent hemorrhage. He knows that 
the old surgical adage, “Conservative treatment is 
indicated in acute cholecystitis,” is wrong in many 
cases; and yet he does not feel that every case must 
be operated upon at once. By careful study of the 
anatomic variations of the biliary ducts, he will be 
aware of the dangers of injury to the common bile 
duct. His operation may appear slow, to the ad- 
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vocates of the old “cut and slash” school, but the 
death rate will be low and postoperative compli- 
cations few. 

In view of what is expected of a surgeon today, 





Slave’s Security 


Once upon a time, when the animals could talk, 
a worker traveling the big road came to a fruit 
farm where the crop was almost ripe, and stopped 
to ask the owner for a job. 

The owner hired him at a fair wage and showed 
him a little cabin where he could sleep and cook 
his meals, and he worked there for several months. 

When the last crops were gathered, the worker 
realized that his job would soon be gone and began 
to worry, for the weather would soon be cold and 
he had no place to go. 

One evening he saw the owner’s mule eating from 
a stack of hay and said to him: “You are luckier 
than I. The owner feeds and shelters you when he 
has no work for you, but he feels no responsibility 
for me. I will be turned out in the cold to starve.” 

“I belong to him,” replied the mule, “and a 
man of good sense takes care of his property. You 
are your own master.” 

“Small profit in that,” growled the worker, and 
forthwith he resolved to make himself secure 
against want, for it seemed shameful that a man 
should envy a mule. 

At the big house he said to the owner: “Look 
here; it isn’t right to feed and shelter your mule 
during the winter and turn me out in the cold. I 
am worth as much as your mule.” 

“Quite true,” said the owner, “but you are a free 
man, while the mule belongs to me. I own him.” 

“Well,” said the worker, “I understand you paid 
three hundred dollars for the mule, and for that 
price I will sell myself to you and become your 
property.” 

So it was agreed, and the worker signed a paper 
and received three hundred silver dollars, which 
he buried in the ground for safety. 

Thus the worker sold his birthright for the usual 
pottage and became a piece of property. 

Next morning he went up to the big house and 
said: “I came to get bacon and eggs to cook for 
my breakfast.” 


“T'll give you some apples to fry,” said the 
owner. 

“But I don’t like fried apples,” he protested. 

“Listen, fellow,” growled the owner, “I feed my 
stock what I have to feed, and you'll take what is 
given to you and like it. And that reminds me. 
Go and dig up that money you buried and bring 
it to me.” 

“But that’s my money,” cried the worker. 
_ “So it is,” said the owner, “and what is yours 
is mine, for you belong to me. Does my mule claim 
private property? Go get it, and make it snappy.” 
. As the worker passed the stable, he growled: 
“Why, the dirty, low-down—” 

“Careful!” cautioned the mule. “He whips his 
stock for showing a rebellious spirit.” 

That night the worker found a new padlock on 


the door of his cabin. He started at it in rising 
wrath. 
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our present practitioners of that art and craft need 
feel no shame when they are compared with the 
“Grand Old Surgeons.” 


R. L. G. 





“That’s the last straw,” he growled. “I’m get- 
ting out. I may be broke, but I’d rather be a 
hungry man than a fat mule.”—-RoBERT QUILLEN, 
in Fountain Inn Tribune. 


A 


Justifying One’s Existence 


Daeamers may spend their lives wondering what 
it’s all about and why the human race exists, and 
the supremely selfish may be content to get all 
they can and give nothing in return. 

But normally decent and intelligent people soon 
or late discover the law, which says: “Do some- 
thing worth while to justify your existence, or be 
discontented and miserable and ashamed of your- 
self.” 

I knew a young doctor who added to his regular 
schooling six years of postgraduate work and spe- 
cial training, in order to begin practice as an ex- 
pert. When he hung out his shingle in a city of 
oil millionaires, he was kept so busy that he had 
no time for introspection. The world was his 
oyster. 

But at the end of two years he realized that he 
was getting nothing out of it but money. He was 
spending his life coddling the minor and imaginary 
ailments of rich women who needed nothing but 
more work and less liquor. And he was ashamed 
and miserable. 

Now he practices among the poor who need him 
and he feels respectable. It can be argued that 
he was under no obligation to do it, but the fact 
remains that he couldn’t respect himself till he did. 

You don’t know why you were born, but you 
won’t be happy till you justify your being here.— 
RosBerT QUILLEN, in Fountain Inn Tribune. 


A 
A One-Man Book 


Tere is a modern book in existence, made com- 
plete, by one man—Dard Hunter. He wrote the 
text, designed the type-faces, cut the punches, 
struck the matrices, cast the type in an old-fash- 
ioned hand casting machine, made the paper by 
hand, finished and set the type, ground the ink, 
printed the book on a hand press, and bound it, all 
by himself.—Grorce B. Lake, M.D. 


A 
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A 


CurnicaL MEDICINE AND SURGERY is a very wel- 
come visitor each month, and its contents teach 
more than a good many other medical journals 
combined.—O. C. J. W., M.D., Toronto, Ont. 


























Problem No. 11 (Medical) 


Presented by N. T. Ussher, M.D. 
Santa Barbara, Calif. 
(See Ciin. MeEp., Nov., 1940, p. 392) 


Recaritutation: An obese man, 38 years old, 
was seen in a typical, severe attack of broncho- 
spasm, and in an exhausted condition—cold, cya- 
notic, and sweating profusely. He had had several 
similar attacks during the past three years, requir- 
ing hospitalization for from 10 to 22 days, when 
he was only partially relieved by large doses of 
epinephrine. 

He was given more of this drug, and also ephed- 
rine, atropine, and calcium lactate, with little 
relief, and his heart became irregular, in spite of 
the use of digitalis and general supportive measures. 


Elaborate protein sensitivity tests had shown no 
positive reactions. A complete physical and labor- 
atory examination, including a roentgenogram of 
the chest, gave no positive information except asth- 
matic rales in both lungs and tight, tender, and 
corded back muscles. 


A new method of treatment gave him relief 
promptly. 

Requirements: Suggest the possible nature of the 
successful treatment mentioned, giving reasons. 


What further information would you need to iden- 
tify the method? 


Discussion by A. E. McMahon, M.D. 
Glenwood City, Wis. 


The history in this case indicates that the patient 
had become refractory to epinephrine, which is 
the most dependable drug for the relief of broncho- 
spasm, so it is not surprising that ephedrine, atro- 
pine, and calcium failed to give relief. 


The fact that the patient showed no positive skin 
reactions to various proteins is of no great signifi- 
cance, because the work of Haseltine and others, 
has definitely shown that bronchospasm is not 
caused by allergy, and often exists in the absence 
of allergy. Sensitivity, or allergy, often does develop 
in the patient who is subject to bronchospasm, but 
it is not a basic etiologic factor, although it may be 
a precipitating factor in a given attack. 

I believe this patient was relieved by the intra- 
venous injection of aminophyllin. The rapidity 
with which he was relieved, following the adaption 
of a new line of treatment, suggests that some here- 
tofore untried drug was given into the blood stream. 
Aminophyllin often will bring about rapid, even 
dramatic relief, in cases of bronchospasm which 
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Our readers are cordially invited to submit fully 
worked up problems to the Seminar and to take 
part in the discussions of any or all problems. Dis- 
cussions should reach this office by the 5th of the 
month following the appearance of the problem. 
Send your problems and discussions to The Sem- 
inar Dept. care CLinicaL Mepicine, Waukegan, Ill. 


have proved refractory to all previous attempts at 
treatment. 


Possibly, as an adjunct to the aminophyllin, the 
patient was given 100-percent oxygen inhalations. 
The administration of oxygen in a case like this 
would seem to me to be good therapy. It would 
relieve the cyanosis, and the anoxemia which is 
responsible for the cyanosis. It probably would not 
have any immediate effect upon the bronchospasm, 
but it would be of considerable value in bringing 
about improvement in the patient’s general condi- 
tion—a point which should not be neglected. 


Discussion by Frederick Weiss, M.D., 
Harvey, Ill. 


In this problem, assuming that the diagnosis of 
bronchial asthma is correct, there are several meas- 
ures that may be employed: 


The man, when first seen, might have been given 
a dose of Coramine and some cortical extract. No 
mention is made of the use of any of the inhala- 
tion methods, as of Adrenalin 1/100, or the old- 
time stramonium compounds. 


Aminophyllin, given intravenously in a dextrose 
solution, is sometimes very beneficial and produces 
gratifying results in a short time. 


Physical therapy may have been employed in 
this case, with the use of the short-wave machine 
with electrodes applied to the thorax. The heat in- 
duced will relax a bronchospasm and by virtue of 
the hyperemia of the mucous membrane, with pro- 
duction of increased gland activity to facilitate ex- 
pectoration. 


One thing that I wish to point out is that, after 
calcium had been administered to the patient, digi- 
talis should not have been administered to support 
the heart, as it may have resulted in a heart block. 


Discussion by W. E. McKinley, M.D. 
Jewell, Kans. 


In considering this problem, my first thought is, 
right-side heart failure, with dilatation; second, 
asthma (allergic), with edema of the larynx and 
glottis; third, paroxysms of dyspnea arising from 
Grave’s disease. 

Treatment suggested: For the heart; hypodermic 
injections of digitalis and strophanthin, and watch 
results. 

For asthma, calcium chloride 5-percent solution, 
intravenously; ephedrine hydrochloride, subcu- 
taneously; and continue treatment orally by giving 
fluid extract of lobelia, combined with fluid ex- 
tract of quebracho, and this followed by calcium 
gluconate and desiccated thyroid extract, in mod- 
erate doses, orally. 







The Seminar 


Solution by Dr. Ussher* 

The possibility of a relationship between skeletal 
and visceral changes was first considered in 1925, 
when a patient at the New Haven Hospital volun- 
teered the information that, while undergoing heat 
therapy and massage for a muscle strain of his 
back some months previously, he had been com- 
pletely relieved of a distressing asthma from which 
he suffered for years. As he stated it, “My lungs 
were loosened up after a few minutes of treatment 
and I was able to breathe easily and without dis- 
comfort.” 

As a last resort, remembering the New Haven in- 
cident, the physical therapy department was asked 
to attempt a relaxation of the corded muscles of 
the patient’s back. Heat and deep massage were 
applied to the whole back, with especial attention 
to the region of the third, fourth and fifth dorsal 
vertebrae. Within eight minutes after this treatment 
was instituted, the patient suddenly coughed up 
large plugs of mucus and what seemed to be bron- 
chial casts, sank back in bed, and began to breathe 
easily and almost without a wheeze. Six hours later, 
a mild asthmatic attack occurred, which was re- 
lieved by a few minutes of massage and heat. 

Spinal curvatures, myositis of the dorsal muscles 
of the back, and joint derangements are responsible 
for many disease syndromes. Postural exercises, heel 
lifts to compensate for short legs, and physical 
therapy work wonders in such cases. 


Comments by George B. Lake, M.D., 
Waukegan, II. 


At first glance, this problem appears to present 
merely an uncommonly severe attack of broncho- 
spasm, for which the allergists were unable to sug- 
gest a cause, after exhaustive sensitivity tests— 
which is rather unusual. 


The physical and laboratory examinations 
(which seem to have been thorough) gave exactly 
the results that might have been expected from the 
history, except in one particular, which differenti- 
ates this case from others with similar signs and 
symptoms—the tight, corded, and tender back 
muscles, when one might have expected them to be 
rather flabby, though tender, from exhaustion in 
accessory respiratory efforts. 

None of the discussants noticed this definite 
differential point, which suggests that physicians in 
general are insufficiently aware of the importance 
of the skeletal muscles in causing disease states. 
A careful study of Dr. Winters’ articles seems to 
be indicated. 


*Ann. Int. Med., May 1940, page, 206s. 
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Problem No. 1, 1941 (Surgical) 


Presented by Paul E. Craig, M.D., 
Coffeyville, Kans. 

A pairyman’s wife, 45 years of age and weighing 
227 pounds, underwent a supravaginal hysterec- 
tomy for submucous and intramural uterine fibro- 
myomas on October 7, 1939. The postoperative 
course was stormy, due to secondary anemia, fat 
necrosis, and myocardial weakness. Two transfu- 
sions, each of 500 cc. of citrated blood, were given 
on the first and third postoperative days. Im- 
provement was progressive and, when dismissed 
from the hospital, she felt entirely well. 

Ninety (90) days after the operation, she began 
to run a temperature of 101° to 102° F., beginning 
at noon each day and continuing until about nine 
o'clock at night. An agglutination test for undu- 
lant fever (brucellosis) was positive. Soon a pain- 
ful swelling appeared in the right axilla, and en- 
larged rapidly. A course of vaccine was adminis- 
tered, in conjunction with Foshay’s serum, for the 
active treatment of brucellosis, abscesses occurring 
at the site of each injection. 


On May 2, the patient showed signs of acute in- 
testinal obstruction, with fecal vomiting and obsti- 
pation. A laparotomy was performed, after the 
bowel had been decompressed by a suction tube 
passed through the nose, and the chloride-fluid bal- 
ance had been restored. At operation, the terminal 
ileum and cecum were found matted in a mass of 
inflammatory exudate, and a diverticulum of the 
rectosigmoid was discovered. Adhesions were freed 
and a loop of ileum, proximal to the obstruction, 
was exteriorized. The patient’s immediate condi- 
tion did not permit a resection and an anastomosis. 
The abdomen was closed rapidly and drained 
through two stab wounds, one in the right and the 
other in the left lower quadrants. The patient ral- 
lied and the ileostomy functioned perfectly. 


On the fifth postoperative day, she experienced 
an agonizing pain in the left, lower abdominal 
quadrant, and simultaneously feces appeared in 
the drainage, a spontaneous fecal fistula having been 
established. The midline incision gaped open and 
the viscera protruded. The skin margins became 
irregular and undermined. A vesico-intestinal fis- 
tula formed and feces passed in the urine. Patches 
of gangrene appeared on the exposed bowel, which 
later sloughed and produced numerous fistulous 
openings. 

After incision, the mass in the axilla discharged 
a foul, greenish pus and became a fungating, rapid- 
ly-growing tumor. Deep-seated abscesses developed 
on the arms and legs. The patient died on the 
49th day and an autopsy was refused. 


Requirements: State the diagnosis, giving rea- 
sons. What further diagnostic procedures would 
you have employed? How would you have treated 
this case? 


ee 


EPITAPH FOR A GENIUS 


Men are born, men die, and the world goes on as if their brief existence 
had not even made a ripple in the current of eternity. For the majority of 
human beings, life is a mere struggle for a more or less precarious existence, 
and their presence on earth does little more than move the. decimal point in 
vital statistics. But from time to time, a man is born who, because of superior 
physical and mental endowment, because of exceptional opportunities, or be- 
cause of hard and intelligent labor, may affect the trend of science, or may 
alter the course of history—A. U. Desjarpins, M.D., in Radiol., May, 1939. 
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The Treatment of Venereal Uleers* 


Cuancre: An indurated ulcer, erosion, or papule, 
which is rounded, clean, painless, usually single, 
and almost invariably associated with bilateral, in- 
dolent lymph gland enlargement. Darkfield ex- 
amination alone will reveal the Treponema palli- 
dum. The Wassermann test, at this time, is 
usually negative. Treatment: Systemic arsenical 
and bismuth treatment; local treatment consists of 
cleansing and the application of Merthiolate. 

Mucuous patch: A manifestation of secondary 
syphilis on the genitals, mouth, or other mucous 
membranes. It is a gray-white, moist, slightly 
raised patch, and swarms with spirochetes (wear 
gloves when examining it). The Wassermann test 
is usually positive. The treatment is that of the 
chancre, both general and local. 

Gumma: Penile and labial gummas are prone 
to arise at the site of an old chancre scar. The 
general treatment is that of tertiary syphilis— 
iodides, bismuth, and arsenicals. 

Chancroid is usually found only in the dirty 
individual, and can usually be prevented by the 
free use of soap and water. The ulcer is a ragged, 
indolent, irregular, superficial area, with a dirty 
base, a foul discharge, and no surrounding indura- 
tion. Local lymph node suppuration (bubo) occurs 
in almost every case. Treatment: Sulfanilamide is 
given, by mouth, in moderately large doses (80 
grains—5.3 Gm.—daily for 3 days; 60 grains—4 
Gm.—daily for 3 days; and 40 grains—2.6 Gm.— 
daily for 3 days) and applied locally, in powder 
form. Three (3) cc. of a 1-percent solution of 
tartar emetic, given intravenously every four days, 
gradually increasing the dose to 10 cc., often cures 
the chancroid. The ulcer should be cleaned and 
dried ; if covered by the foreskin, circumcision must 
be carried out. 

Mixed sore: This ulcer is a chancre-chancroid. 
Do not undertake treatment until syphilis is ruled 
out. Later, blood Wassermann tests should be 
made. 

Gonorrheal ulcers appear as shallow, irregular, 
fissured lesions on the labia minora or fourchette, 
or at the male urinary meatus and on the over- 
hanging prepuce. Treatment: That of gonorrhea, 
plus scrupulous cleanliness. Potassium perman- 
ganate solution, 1:2,000, is an excellent cleansing 
agent. One-percent yellow oxide of mercury oint- 
ment, with a local anesthetic incorporated, is of 
value. 


*J. South. Med. & Surg., Aug., 1940. 


Lymphogranuloma venereum is chronic granu- 
lomatosis, especially of the anal and genital area. 
Involvement may range from erythema to fistula 
formation. Sulfanilamide seems to arrest early 
cases; the dose, starting at from 80 to 120 grains 
(5.3 to 8 Gm.) daily, is steadily decreased. Tar- 
tar emetic, in doses of 2 cc. of a 1-percent solution, 
increasing by 1 or 2 cc. daily until 10 or 12 cc. are 
given at a dose, arrests many early cases. Sub- 
cutaneous or intravenous injections of the specific 
Frei antigen (0.2 cc., gradually increased to 1.6 
cc., at 2 to 4 day intervals) are of value. Fuadin 
is even better (12 injections of 5 cc. of a 7-percent 
solution, given intramuscularly twice weekly). 

Granuloma inguinale—granulomatous ulceration 
of the skin and subcutaneous tissues, usually be- 
ginning in the groin. The disease pursues a slow, 
symptomless (except for itching and serosanguin- 
ous discharge), deforming local course. Potassium 
permanganate solution (1:2,000) or hydrogen 
peroxide applications are used for local cleanli- 
ness. Tartar emetic or Fuadin are used as sug- 
gested above. Fulguration of the edges of the 
lesion is repeatedly done, and may be helpful. 

Jack Micktey, M.D. 

Tabor City, N. C. 


A 


A New Test in Strabismus 


We HAVE two eyes and, therefore, receive two 
ocular images. Normally these images become uni- 
fied so that we are aware only of a single visual or 
mental image. 


In cases of strabismus, this normal retinal cor- 
respondence is often disturbed and the patient has 
anomalous retinal correspondence — a condition 
where the directional values of the two fovezx are 
not identical. This anomalous correspondence may 
be considered as a functional adaptation of the 
sensory apparatus to the abnormal position of the 
eyes relative to the fixated object. The more firmly 
established and deep-seated this abnormal relation- 
ship, the more difficult it is to awaken the original 
innate correspondence and the more likely is diplo- 
pia or suppression to persist. Hence, it becomes 
extremely important to test any squint case for 
retinal correspondence. 


The after-image test was first used about 50 years 
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ago by the famous physiologist, E. Hering, and was 
introduced into this country by Dr. A. Bielschow- 
sky, a pupil of Hering. According to Bielschowsky, 
“if normal correspondence is shown to be present 
by means of the after-image test, either without or 
in addition to an anomalous correspondence, one is 
warranted in expecting that the normal corres- 
pondence will start functioning after the faulty 
position of the eyes has been corrected.” 


Courtesy, American Optical Co. 


Fig. 1 


A new instrument, announced by Dr. J. F. Neu- 
mueller, director of American Optical Company’s 
bureau of visual science, requires only a half-minute 
for the diagnosis, and its performance is based on 
the phenomenon of the after-image—the sensation 
of seeing an image after the stimulation causing it 
has ceased to exist. 


Courtesy, American Optical Co. 


Fig. 2 


The after-image tester consists of a glass tube 
containing an electric wire (see Fig. 1). The cur- 
rent is switched on and, as the wire glows, the 
patient looks, through one eye only, at a red dot on 
the center of the tube. The tube is then turned 
from its horizontal position to a vertical position 
(see Fig. 2) and the patient looks at the red spot 
through his other eye. 

Then the light is turned off and the patient, 
both eyes now open, looks at a fairly bright wall. 
Soon he notices two dark lines—the negative after- 
image. If these two lines form a cross, his cross-eyes 
can be successfully treated; but if the two lines do 
not meet, the chances of restoring binocular vision 
are remote. 


Clinical Medicine 


Newer Knowledge of Epilepsy 


Tue cause of epilepsy was unknown until a few 
years ago, when the electroencephalograph or 
brain-wave apparatus revealed that it is due to an 
abnormal rhythm of the cortical neurones. The 
normal cortical rhythm is about eight beats per 
second. During an epileptic attack, the waves de- 
velop an abnormal frequency and a combination of 
fast and slow waves, characteristic of this disorder. 
Between seizures, similar tracings appear on the 
record taken by the machine, indicating that sub- 
clinical rhythm disorders occur with no outward 
evidence. These attacks may be found in apparent- 
ly normal individuals who are considered, there- 
fore, to have a latent tendency toward epilepsy. 
Abnormal waves are found nine times as frequently 
in relatives of epileptic patients as in those of non- 
epile ptics. 

Idiopathic epilepsy is due to an inherited defec- 
tive cortex, subject to attacks of abnormal electric 
discharges. Epilepsy may also be produced by brain 
tumors, syphilis, multiple sclerosis, arteriosclerosis, 
hydrocephalus, birth injury, trauma, lead, alcohol, 
and many other agents. E~'!-psy starting after 
forty years of age is usually organic in nature. 


Differential diagnosis: Ordinary fainting spells 
are usually preceded by a sensation of everything 
turning black and of weakness. Hysterical attacks 
are not associated with tongue biting or urinary or 
bowel incontinence, are more purposeful, and are 
timed to elicit sympathy. Hypoglycemia can be 
ruled out by a sugar tolerance test. Carotid sinus 
and cardiac “spells” are accompanied by anomalies 
of the pulse and heart. 


Confusion, amnesia, dream-like spells of sleep 
walking, more or less purposeless activity, nocturnal 
attacks (waking with a bitten tongue, soiled or dis- 
turbed bed sheets), irritability, slow thinking, 
moodiness, sticky emotionalism, and monotonous 
speech are equivalents of epileptic attacks.— 
F. Lemere, M.D., in Northw. Med., Aug., 1940. 


A 
Numbness Due to Polyneuritis 


6¢N ump” sensations in the toes, on the soles, and 
in the fingertips are early symptoms of polyneuritis. 
The patient may describe them as “pins and 
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needles,” “electric” shocks or experiences, tingling, 
a “raw” feeling, “deadness”—as if the toes and 
fingers were covered with a rubber glove—or “ants 
crawling on the skin.” 


Diagnosis: The ankle jerks disappear, although 
knee jerks are retained; no light touch (a tuft of 
cotton on an applicator) is felt on the feet, legs, 
or hands; the patient has no sensation of the po- 
sition of the feet. A pin-prick is felt as a violent, 
long-continued pain. Paralysis (wrist drop, foot 
drop) appears later. 


Causes: Alcoholism, diabetes, pregnancy, defi- 
cient vitamin B, in the diet, pernicious anemia, 
lead or other metal poisoning, infectious diseases 
(diphtheria, yellow fever, etc.), and serum sickness. 


Treatment: Large doses of vitamin B, (thiamin). 
The daily requirement for a normal person is from 
3 to 5 mg. daily. In polyneuritis, from 5 to 10 
times that amount can be taken daily for several 
weeks. Recovery may take place in a few days or 
slowly, over a period of weeks. A diet rich in 
vitamins (butter, eggs, milk, meat, fresh vegetables, 
yeast) should be prescribed—L. J. Karnosn, 
M. D., in Jour. Omaha Clin. Soc., Sept., 1940. 
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New Radium Control Instruments 


Two new radium control instruments, in portable 
form, which promise to be of great value to hos- 
pitals employing radium or high-voltage x-rays, 
have been perfected at the National Bureau of 
Standards. 


Courtesy, U. S. Dept. Commerce. 


Fig. 1: New radium control instruments (on stool in 
front of radium safe). 


The development of these instruments was made 
possible through a circuit for integrating pulses 
from tube counters (small cylinder at the tip of 
the man’s fingers, in Fig. 1), recently designed by 
Dr. Leon F. Curtiss, chief of its Radioactivity 
Section. 





Courtesy, U. S. Dept. Commerce. 


Fig. 2: Diagram of connections in new radium control 
instruments. 


The first of the instruments is suitable for meas- 
uring low gamma-ray intensities, down to the equiv- 
alent of 0.1 microgram of radium. The second is 
a dose meter for gamma rays which indicates doses 
in terms of roentgens per day and, in addition, gives 
a visual and audible alarm when this dose reaches 
the maximum permissible amount of 0.1 roentgen 
per day. It will also give warning of excessive 
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general exposures whenever large sources of gam- 
ma radiation are present, as from radium, high- 
voltage tubes, and cyclotrons. 


A 


Uniterminal Short-Wave Diathermy 


A CORRESPONDENT, referring to my article on 
“Selected Cases from Physical Therapy Practice,” 
published in the November issue of CLINICAL 
MEDICINE, page 376, does not understand the tech- 
nic mentioned in cases 6 and 7. 


Some powerful short-wave, high-frequency ma- 
chines are constructed with two or more sets of 
outlets or patient’s connections, for giving dia- 
thermy, medical and surgical; and with air-spaced 
electrodes. These latter are flexibly adjustable arms 
which hold the electrodes in any desired position, 
the air spacing taking the place of the usual rubber 
or felt dilectric or spacer. For treating a tonsil or 
wart a foot switch is required. 


The coagulation electrode is a small, metal ball, 
which is placed in direct contact with the tissue. 
There should be no sparking with a correctly de- 
signed machine and proper technic. The other dia- 
thermy electrode may be the usual pad, conveniently 
placed under the patient; or the pad may be con- 
nected to the machine, but left unattached to the 
patient, placing the electrode on any convenient 
chair or non-metallic stand; or, even more con- 
veniently, an air-spaced electrode may be connected 
into the diathermy terminal and left elevated in 
the air. 


The purpose of using the coagulating electrode 
uniterminally is to control the current more deli- 
cately or easily. With one electrode unconnected 
to the patient, the current is thereby grounded; 
this increases the push or penetration, but decreases 
the amperage or heat. 


Josepu E. G. Wappincton, M.D. 
Detroit, Mich. 


A 


Chronic Cardiospasm 


Dirrvse dilatation of the esophagus without ob- 
struction at the cardia, formerly named “cardio- 


” 


spasm,” is now known to be due to a lack of the 
normal relaxation of the cardia. The cause is un- 
known. 


Symptoms: Dysphagia, regurgitation of esoph- 
ageal contents, and pain high up in the epigastrium 
or beneath the lower end of the sternum are the 
most important symptoms. 


In taking the history, one finds that the first 
attack of difficult swallowing came on without 
warning. While eating or drinking, suddenly the 
esophageal contents seemed to stop beneath the 
lower end of the sternum, whether the food was 
liquid or solid. The attack lasts a few minutes or 
seconds and disappears as promptly as it began. 
There may be no further dysphagia for months, 
when another sudden attack occurs. 


As the disease progresses, the attacks become 
more frequent and last longer, but it develops so 
slowly that the patient does not attribute any 
importance to the first few attacks. Dysphagia in 
carcinoma of the esophagus occurs only when solid 
food is taken and does not have long periods of 
freedom from attacks. 


Treatment: Dilation of the esophagus with the 
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Plummer dilatur cures 75 percent of patients, and 
relieves the remainder. Bilateral cervicothoracic 
sympathetic ganglionectomy is reserved as a last 
resort.—E. B. FREEMAN, M.D., in Rev. of Gastro- 
ent., Sept.-Oct., 1940. 


A 
Asthmatic Bronchitis 


N ON-ALLERGIC asthmatic bronchitis presents these 
symptoms: 

1.—Cough, often paroxysmal, resembling whoop- 
ing cough, occurring usually in the early morning 
or on retiring; rarely during the day, except on 
severe exertion; 

2.—Odorous breath, especially in morning; 

3.—Anorexia, loss of weight, recurring colds, 
nausea, abdominal pain; 

4.—Bronchitis, frequently unilateral, especially 
if the condition is chronic. 

Physical examination reveals: 

1.—Slight fever; 

2.—Engorgement of nasal mucosa and purulent 
secretion ; 

3.—Reddened pharynx, with prominent islands 
of lymphoid tissue ; 

4.—Resistance to pressure in the right upper ab- 
dominal quadrant. 

Laboratory examination shows: 

1.—Severe secondary anemia; 

2.—A slight rise in total white-cell count and in 
neutrophiles ; 

3.—Absence of eosinophilic cells in nasal smears 
stained with Wright’s stain; 

4.—Pure culture of streptococci or staphylococci 
or both on culture of pus from the nasopharynx. 


Asthmatic bronchitis is continuous, rather than 
paroxysmal; a local infection is usually present; it 


does not respond to epinephrine; and allergy seems 
to play little part. 


Treatment: Nine (9) grains (0.6 Gm.) of fer- 
rous sulphate, in an elixir of thiamine hydrochlor- 
ide containing 250 units per teaspoonful; increased 
rest; codliver oil; and a generous diet (weight re- 
duction is advised in the truly obese child) are pre- 
scribed. Local treatment consists of nasal tampons 
of ephedrine, to promote ventilation and drainage. 
Stock respiratory vaccine (mixed), of a very high 
count, is injected for from 6 to 10 doses, gradually 
increasing the dose from 0.2 cc. to 1 cc.—LEE 
Bivincs, M.D., in J.A.M.A., Oct. 26, 1940. 


A 
Breast Maldevelopment 


Normat development of the female mammary 
gland usually begins a few months before the onset 
of menstruation. Unequal growth or development 
of the two breasts may perplex the physician, who 
may feel that there is a soft, rapidly growing tumor 
in the larger breast. In such cases of breast dispro- 
portion, even if one breast is twice as large as the 
other, it is better to observe the case periodically, 
rather than to explore the breast surgically. 


After normal menstruation has become estab- 
lished, one may use estrogenic substance therapy. 
The smaller breast should be massaged with estro- 
genic hormone ointment, because it is felt that the 
local stimulation to the deficient mammary tissue 
is more important than the generalized effect of the 
absorption of estradiol, when given by injection.— 
Frank Apar, M_.D., in West. J. Surg., Ob. & Gyn., 
Nov., 1940. 
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Senile Osteoporosis of Spine 


Senne osteoporosis of the spine is a crippling 
disease of elderly persons, in which severe pain 
in the back and progressive deformity occur. It is 
characterized, pathologically, by extreme decalci- 
fication of the bone, of unknown cause. The age 
at onset varies from 45 to 65 years; the chief symp- 
tom is a feeling of weakness, fatigue, or dull aching 
in the lower part of the back, which gradually 
becomes worse and may be present in any part of 
the back. The pain is severe and may confine the 
patient to bed for several days. It is relieved by 
rest, lying down, support to the back, and physical 
therapy; it is increased by activity, especially lifting 
and twisting. Frequently the pain is projected 
along the nerve roots to the front of the thorax, 
the abdomen, or down the leg, giving rise to many 
problems in differential diagnosis. 

These patients often state that the back feels 
“as if it might give way.” There is usually a 
rounded thoracic kyphosis and obliteration of the 
normal lumbar lordosis. Roentgenograms show de- 
creased density in the vertebral shadows, accentu- 
ating the structural pattern of the vertebrae; if 
severe decalcification has occurred, there is a 
“ground glass” appearance. 

Treatment: High-backed corsets, reinforced with 
steel stays, are comfortable and almost as effective 
as the Taylor brace. The diet should be well bal- 
anced in carbohydrate, fat, protein, and vitamins, 
supplemented with calcium phosphate, vitamin D, 
and cod-liver oil. Pain is relieved by mild sedatives, 
heat, and massage, in acute cases, and by a support 
for the spine.—J. R. Brack, M.D., in Proc. Staff 
Meet. Mayo. Clin., Sept. 25, 1940. 


A 


Aspirin Poisoning 


TINNITUS is the warning sign of aspirin (aceto- 
sal), and other salicylate, poisoning or overdosing. 
Adverse effects of aspirin include depression of the 
heart, habit formation, miscarriage, skin eruptions, 
allergic illnesses (including urticaria, pruritus, ery- 
thema and generalized angioneurotic edema), and 
ulceration. Acetylsalicylic acid and other salicyl 
products should not be used by nephritic patients, 
because of their irritative effect on the renal epi- 
thelium. 


Few deaths from aspirin poisoning are reported 
in the United States, but 735 deaths occurred in 
England in 1938, of which 92 were accidental and 
501 were suicidal. Oil of wintergreen (methyl salic- 
ylate) has caused a number of deaths in children 
who have swallowed a common counter-irritant.— 
Editorial, ].A.M.A., Oct. 5, 1940. 


A 
War Shock 


Mosr of the soldiers who suffered from socalled 
“shell shock” after the World War were never over- 
seas or never within miles of a bursting shell. 


We now recognize that, when fear and anxiety 
override the power of self criticism, the individual 
may develop stuttering or other and more severe 
hysterical symptoms, even though he is never any- 
where near a battle or a bombing. Such conditions 
may properly be called “war shock.”—Dr. Sara 
STINCHFIELD-Hawk, of the University of Southern 
California, through Science News Letter, Sept. 14, 
1940. 


Vollmer Tuberculin Patch Test* 


@ The Vollmer patch test for tuberculosis is now 
accepted as a reliable case-finding procedure, fully 
as specific (if not more so) as the Mantoux intracu- 
taneous test and much simpler, for both the pa- 
tient and the physician. No significant general 
reactions occurred in any of the 100 patients so 
tested.— James J. Hucnes, M.D., in J. Pediat., 
Feb., 1940. 


Disability from Arthritis 


@ Arthritis is the second most common cause of 
disability among all diseases. More patients are 
disabled by arthritis than by the combined total of 
heart disease, tuberculosis, and cancer. Hench es- 
timates that over six million persons in the United 
States are disabled by chronic arthritis—J. F. 
Wyman, M.D., in Arch. Phys. Ther., May, 1940. 


Toxic Blindness 


@ Sudden blindness, in pregnancy, is the result 
of toxemia which affects the cortex of the brain. 
If we find that the pupils remain normal in their 
reactions, the blindness seldom lasts over 12 hours. 
A. D. McCannet, M.D., in Jour.-Lancet, May, 
1940. 


Glaucoma 


@ The general practitioner must remember that 
headache, nausea, and vomiting are frequent early 
signs of glaucoma, and must inquire about other 
signs and symptoms of ocular disturbance. When 
visual symptoms cannot be elicited, an estimate of 
the intra-ocular tension can be made by digital 
palpation of the patient’s eyes, as compared with 
the physician’s own. Have the patient shut his 
eyes and look down; then place the two index 
finger tips on the upper lid and palpate the eyeball, 
as is done in palpating for fluctuation—W. L. 
Benepict, M.D., in Proc. Staff Meet. Mayo Clinic, 
Aug. 14, 1940. 


Vitamin B, Deficiency 


@ Early objective signs of vitamin B, deficiency 
are found in the legs and feet: Loss or diminution 
of the knee or ankle reflexes and of vibratory sen- 
sation (turning fork) and changes in tactile sensi- 
bility (cotton touch and pin prick). 


_*This material is also used, with good results, as desen- 
sitization therapy, in the treatment of tuberculosis.—Ep. 
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Coronary Artery Disease 
@ The initial symptom in coronary artery disease 
is either shortness of breath on exertion, sudden 
onset of dyspnea, angina of effort, or severe an- 
ginal pain from coronary thrombosis. When the 
onset is by gradual development of shortness of 
breath, the coronary disease is often accompanied 
by other factors (hypertension, valvular heart dis- 
ease) which increase the demands upon the heart. 
The sudden onset of intense dyspnea (acute left 
ventricular failure), as the first intimation of car- 
diac disability, is usually due to coronary throm- 
bosis. The occurrence of thrombosis without pain 
is far more common than is generally appreciated. 
Angina pectoris without coronary disease is rare, 
and may be caused by lesions of the stomach, 
gallblader, or esophagus.—F. M. Smitn, M.D., 
in Ann. Int. Med., July, 1940. 


Goiters 


@ There are two very definite groups of goiters, 
from the anatomic standpoint: the thyroid-shaped 
and the nodular. This classification is good for 
clinical purposes and for pathologic study. Sudden 
enlargement of a nodular goiter is usually due to 
recent hemorrhage.—W. C. MacCarty, M.D., in 
West. J]. Surg., Ob. @ Gyn., Sept. 1940. 


Body Build and Peptic Ulcer 


@ The peptic ulcer patient tends to be normal or 
underweight; he is usually of the slender or nar- 
row type; he has little tendency to develop abdom- 
inal protrusion; his blood pressure is lower than 
the average —S. C. Rostnson, M.D., in Am. J. 
Dig. Dis., Sept., 1940. 


Psychic Factors in Illness 


@ In order to illustrate the fact social disturb- 
ances cause illness, we studied 50 patients with 
digestive disorders, admitted in rotation and 
studied without selection in the gastro-intestinal 
clinic of Johns Hopkins Hospital. Patients with 
digestive disturbances (“indigestion”) were, we 
knew, frequently ill because of emotional dis- 
turbances, but we were not prepared to find, as 
we did, that adverse social conditions were entirely 
or importantly related as a cause of illness in 44 
of the 50 patients (88 percent). In 30 patients, 
no organic disease could be discovered.—G. CanBy 
Rosinson, M.D., in Bull. Johns Hopkins Hosp., 
June, 1940. 
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Sulfanilamide by Rectum 


@ A one-percent solution of sulfanilamide is 
readily absorbed from the normal or pathologic 
colon in man. The solid drug, in the form of a 
suppository, is less well absorbed. If a moderate- 
sized retention enema of such a solution can be 
retained as long as 30 minutes, it is possible for 
enough to be absorbed to reach a concentration of 
2.5 mg. per 100 cc. of the free drug in the blood. 
This method may well be tried in cases where it is 
impracticable to give the drug parenterally or by 
mouth.—Drs. A. W. M. Marino, R. TureE.t, 
A. M. Bupa, and I. Sxir, in Med. Times, Mar., 
1940. 


Epinephrine in Hypertension 

@ Adrenalin (epinephrine) should never be given 
to a patient with hypertension. When it is given 
to a dog, the heart contracts much more vigor- 
ously and, on close examination, one will find 
that the whole surface of the heart is studded with 
minute hemorrhages. The ventricle has beaten so 
hard that it has caused little surface capillaries to 


break!—T. M. McMiian, M.D., in Del. St. M. 
J., Mar., 1940. 


Vitamin B, in Paralysis Agitans 

@ Vitamin B, (pyrodoxin), given by intravenous 
injection in doses of from 50 to 100 mg., daily or 
every other day, definitely improved the rigidities 
and weakness of one-fourth of a group of patients 
with paralysis agitans (parkinsonism). The more 
recent cases responded better than did those of 


long duration.—N. Jo.urre, M.D., in Minn. Med., 
Aug., 1940. 


Herpes of the Lips 


@ In cases of herpes simplex of the lips, the ves- 
icles are below the surface and are tender and 
painful. In such cases I make multiple punctures 
of the vesicles with a fine, sterile hypodermic 
needle. This immediately releases the tension, the 
itching and burning are relieved, and the lesion 
usually heals within a week.—Wa ter M. Brunet, 
M.D., in Virginia Med. Monthly. 


High-Protein Diet in Anemia 


@ In the treatment of anemia, it is more im- 
portant to ensure a high-protein diet than a high- 
iron diet, as it is easy and cheap to obtain iron 
medicinally. Whipple’s work indicates that unless 
the protein intake is kept high, adequate doses of 
iron preparations do not cure iron-deficiency an- 
emia.—A. J. Creskorr, M.D., in Penn. M. J. 
Sept., 1940. 


Vitamin B Deficiency 

@ Thiamin chloride (vitamin B,), riboflavin (vita- 
min B:), nicotinic acid (pellagra-protective fac- 
tor), and pyrodoxin (vitamin B,) are available in 
pure form and may be given, orally or intraven- 
ously, for specific deficiencies. 

Unless specific deficiency signs are present, the 
prescription of a full diet, plus autolyzed brewer’s 
yeast (Vegex) furnishes other factors, both known 
and unknown, that cannot as yet be supplied by 
any known combination of pure chemical sub- 
stances.—N. JotuirFe, M.D., in Minn. Med., Aug., 
1940. 


Chemical Burns of the Eye 


@ To prevent scar formation (symblepharon) 
after chemical burns of the eye, I have used a 
combination of 27 parts hard paraffin, 70 of soft 
paraffin, and 3 parts of white beeswax, to which a 
small amount of boric acid was added. This oint- 
ment was sucked into a urethral syringe while hot; 
it congeals immediately on cooling. The syringe 
was warmed by dipping in hot water and the oint- 
ment injected under the lids every three hours 
during the day. No adhesions formed.—T. S. 
Pautson, M.D., in E. E. N. & T. M., Aug., 1940. 


Modified Insulins 


@ Insulin is always Insulin. One unit of Insulin 
is never more or less than one unit of Insulin, and 
the modified Insulins are modified by changes in 
the vehicle, and not in the insulin molecule it- 
self—Pennsylvania Medical Journal. 


Diethylstilbestrol in Prostatic 
Enlargement 


@ The synthetic estrogenic hormone, diethylstil- 
bestrol, was used in treating 14 patients with hy- 
perplasia of the prostate. A decrease in the size of 
the gland was found by rectal examination in all 
patients; by cystoscopic examination in 4; and at 
operation or autopsy in 9. The amount of re- 
sidual urine was definitely decreased. Histologic 
study of excised specimens showed a reduction in 
the number of papillary infoldings. Dose: From 
2 to 3 mg. daily, until a total of 20 to 30 mg. is 
reached.—P. J. Kanrie, M.D., in New Orleans 
M.&S. J., Sept., 1940. 
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THE DOCTOR'S STUDY 


ew Banubes 


Any book reviewed in these col- 

umns will be procured for our 

readers if the order, addressed to 

CLINICAL MEDICINE, Wau- 

kegan, IIl., is accompanied by a 

check for the published price of 
the book. 


A good book is the precious lifeblood of a Master S pirit, 
embalmed and treasured up on purpose to a 
life beyond life —Mitton. 


Pharmacology and Therapeutics 


Cushny 


eee oee AND THERAPEUTICS. By Artuur 
R. Cusuny. M./ M.D.. LL.D.. F_R.S . Late Professor 
of Materia Medica and Pharmacology in the University 
of Edinburgh. Twelfth Edition, Thoroughly Revised by 
C. W. Eomunps, A.B., M.D., Professor of Materia Meds- 
co and Therapeutics in the U niversity #3 se chigem Ann 
Arbor, Michigan; and J. A. Gunn, M. ‘D. » Melee ap 
Professor of Pharmacology in the Uahvorsae “of Oxford, 
Oxford, England. Philadelphia: Lea & Febiger. 1940. 
Price, $6.50. 


HEN this classic work first appeared, in 1899, it was 
recognized as being “the first severely critical rigor- 
ously scientific, general text-book to be written in English 
by an experimental pharmacologist.”” Since that time the 
work has maintained its popularity with teachers and stu- 
dents. For many years the trend of pharmacology was rath- 
er unduly critical, with the result that many worthless 
drugs, and some that were not in that class, were dropped 
from the pharmacopoeias. Constructive pharmacology is 
growing, however, and the extensive additions and altera- 
tions in this edition bear witness to its advances and to an 
increasing interest in therapeutics. Every year sees the 
investigation of many new pharmacological agents, especially 
new synthetic compounds. An attempt to include them all 
would defeat its purpose, but stress is laid upon those drugs 
which are of therapeutic importance, such as the sulfona- 
mides 
In the revision of the material for this twelfth edition, 
every effort has been made to maintain, not merely the 
critical spirit of the book, but the text itself, as far as possi- 
ble. The present edition incorporates changes introduced 
by the publication of the latest Appendix to the British 
Pharmacopoeia and the Supplements to the U. S. Pharma 
copoeia of 1937 and 1939. 


A 
A Family Doctor’s 


Wolf 


A FAMILY DOCTOR’S NOTEBOOK. By I. J. Wo tr, 
M.D., Professor of Medicine, Emeritus, The University 
of Kansas School of Medicine. New York: Fortuny’s. 
1940. Price, $2.00. 
N THIS volume, intended particularly for laymen, Dr. 
Wolf covers the entire field of medicine, in its social, 

political and financial aspects. Intermingled with the main 
discourse are keen comments, based on 50 years of prac- 
tice, regarding many current problems that face every Amer 
ican. As for his comments on medicine, they are daring, 
plain-spoken, well considered, and well substantiated. Phy- 
sicians will enjoy it, and loan it to their patients. 


Notebook 
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Diabetes and Hyperinsulinism 
Wilder 
CLINICAL DIABETES MELLITUS 
SULINISM. By Russert M. Witper, M.D., Ph.D., 
F.A.C.P., Professor of Medicine, The Mayo Foundation 
for Medical Education and Research, University of Min 
nesota; Head of the Section on Metabolism Therapy, The 
Mayo Clinic, Rochester, Minnesota. Philadelpma and 
London: H’. B. Saunders Company. 1040. Price, $6.00 
AS THE title emphasizes, this new text is concerned with 
the clinical side of diabetes and hyperinsulinism—the 
actual care and handling of the patient—rather than with 
experimental or pathologic approaches. The author is an 


outstanding student of his subject and has a tremendous 
diabetic service at the Clinic. 


AND HYPERIN.- 


The general clinician and internist will do well to note 
his many cautions. He feels that the dextrose tolerance 
test should be used only in mild or doubtful cases ef dia- 
betes; when used in severe cases, the intravenous injections 
of dextrose may cause injury 


Full details are given concerning diet therapy and dia- 
betic cookery; methods of using standard and protamine- 
zine insulin and adjusting dosage; discussion of acidosis, 
coma, infection, surgical operations, genitourinary and 
gynecologic complications, and pregnancy; diseases of the 
thyroid and other endocrine glands. Complications in the 
eye, skin, nervous system, digestive organs, heart, arteries, 
and other organs are considered 


A 


Principles of Surgical Care 
Blalock 
PRINCIPLES OF SURGICAL CARE: Shock and Other 


Problems. By Atrrep Bratocx, M.D., Professor of 
Surgery, Vanderbilt University School of Medicune, Nash 
ville, Tenn, St. Louis: The C. V. Mosby Company. 1940 
Price, $4.50. 
BLALOCK has compiled a monograph tbjects of 
pre- and postoperative care, with a comprehensive re- 
view of the recent additions to our knowledge. His attitude 
is highly conservative. He does not abandon older methods 
because they are old, nor embrace newer technics because 
they are new. Recent advances are abstracted, often in 
the words of the author, and a tremendous amount of liter 
ature is covered in a thorough manner, including anes 
thesia and anesthetic agents; surgical te 
treatment of wounds; circulatory system disorders, includ 
ing shock; metabolic and nutritional disturbances, includ 
ing diabetes, acidosis, nephritis, hypertension and endocrine 
disorders; and postoperative complications in the lungs 
abdomen, and urinary tract 


on the s 


chnic and the 





New Books 


Psychology and Psychotherapy 


Brown 


PSYCHOLOGY AND PSYCHOTHERAPY. By Witttam 
Brown, D.M. (Oxon.), D.Sc. (Lonp.), F.R.C.P., Wilde 
Reader in Mental Philosophy and Divector of the Insti 
tute of Experimental Psychology in the University of 
Oxford; etc. Fourth Edition. Baltimore: The Williams & 
Wilkins Company. 1940. Price, $4.75. 

HIS is an up-to-date revision of a book by one of the 
greatest international authorities in his special field, 
representing not only his own theory and practice of psy- 
chotherapy in twenty-five years of medical practice, but 
also the wider implications of the subject in the domains of 
political science and international affairs. Particularly time- 

, are the chapters on The Psychoneuroses of War, and the 
sychology of Peace and War. 

Two new chapters—on 
lems of Later Life” 
ography and index 


“Sublimation” 
have been added. 


and “The Prob- 
There is a bibli 


A 


Heart Failure 


Fishberg 

HEART FAILURE. By 

Associate in Medicine 

City. Second edition 
940. Price, $8.50 


Artuur M. Fisnperc 
Mount Sinai Hospital 
Philadelphia: Lea 


M.D., 
New York 
+ Febiger 


HITS book is a companion volume to the author’s “Hyper- 

tension and Nephritis’’ and treats the circulation as that 
work treats the kidneys. It is equally applicable to the 
practitioner's daily w The author is keenly aware that 
the practicing nhysician must treat his patient with little 
instrumental aid, but that he must know what to do and why 
he does it. This work furnishes the knowledge that enables 
him to recognize, prevent, and treat every manifestation of 
circulatory failure. It deals with heart 
concerns this conditi nd the mex 
Few pictures are in ed 


disease only as it 
hanisms that lead to it. 


New material has been added, 
methods for the measurement of some of the fundamental 
circulatory variables in health and disease and a hetter dis- 
eussion of the dynamics of the diseased circulation. This 
has increased the size of the volume and necessitated its 
complete resetting. The index is satisfactory 


A 


Vitamin B, 


Addinall 
THE STORY OF VITAMIN B.. Revised Edition 
piled by C. R. Apprnati, Px.D., Director Library 
tce Bureau, Merck & Co. Inc. Rahway, N. J.: 
& Co. Inc. 1040 


THis synopsis and review of the extensive literature deal- 
ing with vitamin B, (thiamin) will be invaluable to in 
vestigators in the vitamin field, to specialists and research 
ers in nutritional disorders, food chemists, college and uni 
versity libraries, manufacturers of ethical pharmaceutical 
and proprietary products, and to some other groups. It is 
not intended for general distribution to physicians. Those 
who can show how and why they can use it to good pur 
pose will receive conies free, from the publishers, on pre- 
sentation of such evidence. 


including quantitative 


Com 
Sert 
Merck 


A 


Child Training 
Hohman 


AS THE TWIGIS RENT. RB 
Associate in 
4 ssistant 
Hospital. 
Price, $2.50. 


HERE is a program of child guidance that outlines a 
sound middle course between extremes of opinion. It 
combines what is hest in the old ideal of discipline with the 
desirable aspects of modern theories. It warns against dog 
matism, yet for firm guidance in child 
training 


Lrsur RB 
Hopkins 
Visiting Ps ist to the 
New York: 


HMonuman, M.D, 
Medical School; 
Tohns Hopkins 
Company. 1040 


Psychiatry, Johns 


The rcmillan 


stresses the need 


Furthermore, Dr. Hohman aims to clarify parents’ think- 
ing, so that they will be able to cooperate more intelligently 
and consistently with physicians in problems of character 
building and habit formation. His advice is always specific, 
and is illustrated with case histories. It is a hook to read 
and recommend to your patients 


Clinical Medicine 


Medical Nursing 


Hull, Wright, and Eyl 


MEDICAL NURSING. By Epcar Hutt, M.D., F.A.C.P., 
Clinical Professor of Medicine, Louisiana State Univer 
sity School of Medicine; Curistine Wricnut, R.N., B.S., 
Instructor of Nursing Arts, Charity Hospital School of 
Nursing, New Orleans, Louisiana, 1928-1939; and Ann B. 
Evi, B.S., Assistant Dietitian, Cook County School of 
Nursing, Chicago, Ill. Philadelphia: F. A. Davis Com- 
pany. 1940. Price, $2.50. 


HE three authors have made important contributions, so 

that the student may see each disease from three different 
viewpoints: from that of the doctor, who directs the treat- 
ment; of the nurse, who administers it; and of the dietitian, 
who plans and prepares the diet. It is recognized, however, 
that while medical treatment, nursing care, and diet are 
inseparable, the differences of viewpoint are important. 


Each chapter is preceded by a chapter outline and closes 
with correlated references, mostly to pertinent articles in 
journals found in every school-of-nursing library. Illus 
trations have been carefully chosen to clarify and explain 
the text. Original photographs of patients and reproduc- 
tions of roentgenograms have heen made especially for this 
text, because the nurse sees patients and x-ray pictures much 
more frequently than she sees pathologic specimens. 

The authors have departed from the 
medical nursing texts, ir 
tical, the Curriculum 
Nursing Education 


usual format of 
order to meet, insofar as is prac 
Guide of the National League of 


A 


Tumors of the Skin 


Eller 

TUMORS OF THE SKIN. By Joseru Jornon Exxes, 
M.D., Attending Dermatologist. City Hospital, New York 
City; Consulting Dermatologist, French Hospital and 
Broad Street Hospital, New York City, etc. Octavo, 607 
pages. illustrated with 402 engravings. Philadelphia: Lea 


higer. 1020. Pr , cloth, $10.00 


> Fe 
THE object of this book is to give, in a single comprehen 

sive, practical volume, all of the available information 
on the diagnosis and treatment of benign and malignant 
tumors of the skin. It includes clinical descriptions and 
photographs of the various neoplasms, with discussions of 
the hest methods of therapy. Precancerous lesions and 
their treatment are covered and emphasis is placed on the 
recognition and management of cancer in its early stages 
\ thorough histopathologic study of various tumors is in- 
luded, with its relationship to treatment. 

A special chapter is devoted to the technics of cutaneous 
surgery and plastic repair of skin tumors. The types of 
-ases are indicated in which it is advisable to use surgery, 
or to combine surgical excision with irradiation or electro 
coagulation 

This is the only hook we know of that covers this entire 
field in detail. The indexes are ample 


A 


Sex Education 

Swift 
STEP RY STEP IN SEX EDUCATION. 
Swirr, M.D.. New York: The 


8. Price, $2.00. 


FROM simple fundamental facts to the issues involving 
society in general, with such problems as “petting,” 
“night clubs,” and “prostitutes,” carefully and thoroughly 
presented, unique for its very brevity and vet detailed in 
the chronological presentation as problems arise, this book 
proceeds “Step by ’ 


Ry Evitn Hare 
Macmillan Company 


Step.’ 


Here the most bewildered parent, whether equipped with 
factual information or not. finds well-organized the every 
day occurrences in the field of child queries regarding the 
sexual reproduction activities. presented in informal con- 
versations hetween mother and father, father and son, and 
mother and daughter, and the family group as a unit. The 
situations cover progressive ages from 1% years to and in 
cluding the legal age of maturity 

Modestly and sincerely dedicated to ““The Young People” 
and, may we add, all those parents whose chosen life orien- 
tations are directed toward the finest of fine arts, “The Art 
of Living,”’ and protecting our heritage, comes this practi- 
cal volume. 


A.N 





